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
LINTON FAMILY DENTISTRY 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2020
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) 46-5757561
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
LINTON FAMILY DENTISTRY C Sponsor’s telephone number

812-847-8646

2d Business code (see instructions)

190 C STREET NW
LINTON, IN 47441 621210

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..............cccccoeueueveieveveeeeeeeeeeeeeeeeeeean 5a 11
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 11
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 9
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) 8
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 9
€ 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. 05/15/2025 ASHLEY KELLETT
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 377092 500860
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 377092 500860

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) 20672

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 62937

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 48159
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 131768
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 8000
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 8000
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 123768
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:
2F 2T 2E 2G 2J 2K 3D 3B
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 51000
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 3551
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
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_ Q703191A




Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nes. 1210-0130

" 1210-0089
Daparimpnt of Ihe Treasury Benefit Plan
nlemset Ravena Senica This form Is required to be filed under sectiona 104 and 4085 of the Employee Retirement 2024
Deparlment of Labor Income Secirity Act of 1974 (ERISA), and seclions 6057(h) and 6058(a) of the Internal .
Enployer Benefils Saeurity Adminisirailon Revenue Coda (the Coda). This Form is Open to
Penslon Benefil Guaranly Corporation Public Inspection

»_Complete all entries in accordance with the instructions to the Form §500-SF,

5| Annual Report identification Information

For caléndar plan year 2024 or hscal plan year beginning 01/01/2024 and ending  12/31/2024

A This return/frepert is for: a single-employer plan D a multiple-employer plan {not muliiemployer) {Pension Plan filers cheeking this box

must attach Schedule MEP. Other plans must attach a list of particlpating employer
infarmation in accerdance with the form instructions. )

B This returnfreport is D the first returnireport D the final return/report
D an amended relurn/report |:| a short plan year return/report (less than 12 months)
€ Chack box If iling urder: D Form 5558 |:| automatic extension ]:] DFVC program
|:| special extension {enter description)
D Ifthe plan is a callectively-bargalned plan, check hers ... e e sstrbnbae e s b et e pame e rsa e s sans ey T D
_ E If this i is & retroactively adopted pian permitted by SECURE Act section 201, check here ... T D
[=Patt il Basic Plan Information—enter al requested information
1a Name of plan 1b Three-digit plan number
Lirton Famlly Dentistry 401(k) Plan (PN) P 0o1
1¢ Effective date of plan
' 01/01/2020
2a Plan sponsor's pame (emplayer, If for a single-employer plan) 2b Employer Identification Number (EINy
Mailing address (include room, apt., sulte no. and street, or P.C. Box) 46-5757661
ot Dcr:t: :.-:; ;;mgsé :tt;ie:y or province, country, and ZIP or foreign pustal code {if foreign, see instructions) 2¢ Sponsors telephone numbor
(812) 847-8646
2d Business code (see Instructions)
190 C Street NW 621210
Linion, IN 47441
3a Ptan administrator's name and address [X| Same as Plan Sponser. 3b Administrator's EIN

3¢ Administrator's tefephone numbsr

4 15the name andfor EIN of the plan sponsor or the plan name has changed since the last returnireport | 4b EIN
filad for this plan, enter the plan sponsor's name, EIN, the plan name and the plan numbar from the

last returnirapart, 4d PN
a Sponsor's name
C Pfan Name

§a Total number of paricipants at the beginning of the plan year ... Sa 11
b Total number of participants at the end of the plan year .. Eb 11
c(1) Numbar of patticipants with account balances as of tha beglnning Df the plan yaar (only deﬂned 5¢(1)
contribution plans completa this item).......c...u.e.., van by 9
e(2) Number of participants with account balances as of the end of tha plan year (oniy defned 5¢(2)
contribution plans complete this em) ... e B
d(1) Total number of active participants at the beginnmg ofthe plan s 5d{1) 9
oi(2) Tola! number of active participants at the end of the plan year... . 5d{2) 9
@ Number of participanis whe terminated emp!oyment during the p]an year wI:h accrued bene.fits that 5o 0
ware less than 100% vested .. e

Caution: A penalty for the late or mcom leta fllin af thls retumlre ort wili he assessed unless reasonable cause is established,

Undar penalties of perjury and cther penalties set forth In the instructions, | dedtare that | have examined this relurmrepart, including, applicabte, a Schedule
SB ar Schedule MB completed and signed by an enrolled actuary, as wall as the electronic version of this raturnfreport, and to the best of miy knowledge and
ue, correct, and complete,

NNy Ktk A-|5-) D | Ashiey ketett

Sipnature of plan' administrator Date Enter name of individual slgring as plan administrator

i Sighatura of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
perwerk Raduction Act Notlee, see the [nstructions for Form 5500-8F, Fonm 5500-8F (2024)

v. 240311



Form 5500-8F (2024)

Page 2

Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.) ...
Are you claiming a waiver of the annual examinaticn and report of an independent qualified publlc accountam (IQPA]

under 29 CFR 2520.104-467 (See instrustions on walver eligibility and conditions. ).... -
If you answered “No™ to either line Ga 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 [t coverad under the PBGC insurance program (see ERISA section 4021)7 .....

If"Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

El Yes D Mo
@ Yag D No

D Yes DNO |:| Not determined

- (See instructions.,)

k3 Financial information

Plan Assels and Liabilities (a) Beginning of Year (b} End of Year
A Total plan 885618 ..uvmeiimetiimiciniis s grsecimsniasianmimgssser osre 377092 600860
b Total plan HaBIlIES ...........cc...c.ceevreuervoeessrmessens cececrerecreeeeeereemessesenes
¢ Net plan assets (subtract line 7b from line 7a). 377092 500880
B income, Expenses, and Transfers for this Plan Year (a1} Amount b) Total
a Contrbutlons received or receivable from: RHLT

(1) EITRIOYEIS 1ot rrisiersupsrssrsiunesens onsnestvaresvsrtss iaeettarevaresnsensossrens

Ba(1)

2) Paricipants...

8af2)

{3) Others (includinq roliovers)

Ba(3)

b Other income (loss) ................... " ab
¢ Total income (add lines 8a(1] 8a(2) 8a{3} and Bb) 8e
o Benefils paid (Inctudlng direct rollovers and insurance premlums
{0 provide benefils)... Letiriisreasssisit ey st a syt sanes 8d
© Cerlain deemed and/or corrective distributions (see instructions) . fe
f _Administrative sarvice providers (selaries, fees, commissions)..... 8f
__4 Other expenses.., [OTTRTvaN 8g
h_Total expenses (add Ines 8d, 8a, 8, and Bg) Bh 8000
i Nat income (loss) (subtract line 8h from line Bc) , " gi 123788
i Transfers to (from) ihe plan {See iNStruCioNE ... mmncerrnens ) B

If the plan provides pensien baneflts, enter the applicable pension feature codes from the Lisl of Plan Charagteristic Codes In the instructions:
2F 2T 2E 26 2) 2K 3D 3B
by If the plan provides welfare benefits, enter the applicable welfare feature codes fram the List of Plan Characieristic Codes in the instructions:

Compllance Questions

DurIng the pian year: Yes | No Amount
a Was there a fallure to transmit {o the plan aay participant contributions within the time period
described in 29 CFR 2510.3-1027 Continue to answer “Yes" for any prior year fallures untl fully
corracted, (See instructiens and DOL's Voluntary Fldudlary Caorrection Programy)... 10a X
b Were there any nonexempl transactions with any party—in—mteresl? (Do not mclude transactnons
raported on ling 10a.)... Tors e e bbbt e b e en . 10h X
€ Was the plan covared by a fidelity DORGT? ... e ccncrnenssensenee | e | X 51000
d Did the plan have a loss, whether or not refmbursed by ihe plan’s fidellty bond, that was caused
hy fraud or dishonesty?.......... CeyeLre oS sRa s Y or e R e R4 R b et A ag e pperan e 104 X
e Were any fees or commissions pald 1o any brokers, agents, or other persons by an insurance
carrier, insurance senvice, or other nrganizatlon that provudes some or all of the benefits under X
the plan? (S8 IMBIUCHONG. Jur v st sssenssmssetsatiyasiesssssssenssesemsensrsssssrsssees | 108 3651
f  Has the plan fafed to provide any benefil When due Under the Plan? ... 10f
g Did the plan have any participant loans? (If “Yos,” enler amount as of year-end.) ... 109
h I ihis is an Individual eccount plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.) ., 10h X
I If10n was answered “Yes," check me bo:c |f you elther prowded the requlred nutlce or one of me
exocoptions to providing the notice applied under 28 CFR 2626,101-3 .. e |10




FForm 5500-8F (2024) Page 3-

11 15 this 2 defined benaflt plan subject to minimum funding requirements? (If "Yes," sea instructions and complete Schedule SB
{Form 5500) and iines 11a and b below.) If this Is a defined conlribution pension plan, leave line 11 blank and completa lina 12 D Yes @ No
IO e e bt e s s e st sees et s snnsseesncseeseeesssenesos

a_Enter the unpaid minlmum required contributlens for all years from Schedule 8B (Form 5500} line 40.........cco.0.. l 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:

|:| Yas.

D No. Reporting was waived under 29 CFR 4043.25(c){2) because contributions equal fo or exceeding the unpaid minimum required contribution
ware made by the 30th day after the dus date.

D No. The 30-day perlod referenced In 29 CFR 4043.25(c)(2} has not yet ended, and the sponser Intends to make a confribution equal to or
excesding the unpaid minimum required contribution by the 30th day after the due date.

D Na. Other. Provide explanation

12 s this a defined contribution ptan subject o the minlmum funding requirements of section 412 of the Code or section 302 of
(if "Yes,” complete line 12a or lines 12b, 12¢, 12d, and 126 below, as applicable.) If this Is a defned benefit pension plan, loave [ ves i no
_line 12 blank and complete line 11 abayve.

a If awaiver of the minimum funding standard for a prior year is belng amortized in this plan year, see instructions, and enler the date of the lstter tuling
granting the walver, ... sz e MONEH Day Year

If you completed fine 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13,

b Enter the minimum required contribuiion for this PIN YBBE ...ocviesrierreresiearessmrasesrevssssesecssemesessessesresessassrsesemesossson 12b

C_Enter the amount contributed by the employar 1o the plan for this plan Year ...........iweseseinns .. 12¢

d Subtract the amount in line 12c from the ameunt in line 12b. Enter the resuli {entfer a minus sign to the left of a
NEUative aMOUNE) (it ee e emaras .

12d

rmdy T T IT Y VR ETLITTIT NS

& Wil the minimum funding amount reported on line 12d be mat by the fUNAING dEAMINET....cce..vereeseeeesersseessseesns. D Yes D Noy D NIA

Plan Terminations and Transfers of Assets

13a Has a resolution to teminate the plan been adapted [0 anY PN YEEIT ..o oeeesssesrsesmesssssssssstsssssse e D Yes El No

a I "Yes," enter tha amount of any plan nssets that reverled to the empioyer this YEA civeaes 13a

b Wera all the plar assets distributed to participants or beneticlaries, transforred to another plan, or brought under the I:I Yes EI No
control of the PBGC? . oo vevre e .

G If, during this plan year, any assets of labilitiss were transferrad from this plan to another plan(g}), identify the plan(s) to
which assets or liabilitlies were iransferred, (Sea instructlons.)

13¢(1} Name of plan(s): 13¢{2) FIN(z) 130{3) PN(s)

; IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sactions 41 0(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [} Yes K No

14b 1f this is a Code section 401(k) plan, check all boxes that apply to indicate how tha plan is intended fa satisfy the nondiscrimination requirements for
employee defarrals and employer matching contributions {es applicable) under Code sections 401 {k)(3) and 401(m)2).
Design-basad safe harbor method

I:l “Prior year* ADP test
D “Current vear” ADP test

[] A

15 Irthe plan sponsor is an adcpter of a pre-spproved plan that recalved a favorable IRS Gpinlon Letisr, enter the date of the Opinlon Letter 0813072020
(MMIDLYYYYY} and the Opinion Letiar serial number_Q703191a, : -




