Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. OO

Department of the Trea;ury Benefit Plan
Intemal 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
BRIGHAM MEDICAL CLINIC, INC. RETIREMENT PLAN PN) D 001
1c Effective date of plan
01/08/1970
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) 87-0281942
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
BRIGHAM MEDICAL CLINIC, INC. C Sponsor's telephone number

435-734-2041

2d Business code (see instructions)

600 WEST HOSPITAL ROAD
BRIGHAM CITY, UT 84302 621111

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 ..............c.o.covevoceeoeeeeeeeeeeeeeeee 5a 26
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) 25
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) 24
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 19
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 18
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 1

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. 05/29/2025 DAVID G. WILDING, 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



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 2557109 790626
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 2557109 790626

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) 34739

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 16840

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 118104
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 169683
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 1927271
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 8895
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 1936166
i Netincome (loss) (subtract line 8h from line 8c)............................ 8i -1766483
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:
2A  2E 2F 2G 23 2K 2T 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? ... 10¢ X
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

2520.101-3.) oo 10h X

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
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_ Q702623A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee O Nos. A s
Departmertt of the Treasury Benefit Plan i
_____ intemal Revenue Service | Thie form is réGuifed to-be filed under sections 104 and 4065 of the Employee Retirement | 2024
Department of Labor Income Security Act of 974 (ERISA), and seétighs 6057(b) and 6058(a) of the Internal : .
Employes Benefits Securlly Administration " Revenue Code (the Code), Tr;s :I‘.’"I“ 15 O;thn to
——— F upliC \nspection
Pmm” Benefll Guaranty Corparetion ) CQm_l_Jleie ‘all entries’in: accorﬁame wnth the instructions {o: the Form 5500-SF

,.If Part 1 fAnnual Report ldentification Information

For ca!endar plgin year 2024 or fis¢al plan year beginning. 'ﬁ ~___01/01/2024 . and Bﬂdmi ______ I7/31./2024
A This return/report is for: @ a single-employer pia [:l a multlp!e%mployer plan {nof: multlemployer) (Pension P[an filers: checking this box

must attaghi Sthedule MEP. Qither-plans must attech a list: of paruclpatmg employer
information in accerdance with the form instructions.)

B This retum/freport is D the first return/report D the final retum/report
D an amended return/report I:la short plan year raturn/report (less thar 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
I:I special extension {enter description) o
D ifthe planis a collectively-bargained plan, check REre ... ’ D
E Ifthis is a: Fatioaclively addixed plan pertmtled By.SECURE Act section 201, check hare..__...._ .................... » D
[TPartii | Basic Plan Information—enter allrequested information . . L
1a Name of plan - ' 1b Three-dlglt plan number
BRIGHAM MEDICAL CLINIC, INC. PNy > _ j ool
RETIREMENT PLAN T 1¢ Effective date of plan
_______ . . | 01/08/1870
" 2a Plan sponsor‘s name (employer iffor a smgle-employer plan) - | 2b Employer Identification Number (EIN}
Mailing address (include room, apt., suite no. and street, or P.C, Box} ~87-0281 842

Sponsor's telephdne number
(435)734-2041 _—
1, 2d Business code {see inslructions)

or town, state or province, count and ZIP or foreign postal code (if foreign, see instructions
BRIGHAM VDAL CrINTC, " et anp (i foreig b T2e

600 WEST HOSPITAL ROAD
621111
 BRIGHAM CITY _ UT 84302

" 3a Plan administrator's name and address EI Same as Plan Sponsar. - ' ' 3b Administrator's EIN

"3¢ Adminisirator's telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report | 4B EIN
filed for this plan, enter the plan sponser's name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor's name
G Plan Name
53 Total number of pammpants at the beginning of the plan year... re e S " 53 ‘ . ' 26 .
b Total number of participants at the end of the plan year... - SRR . ~ 5b . - _25
¢(1) Number of participants with account balances as of the beglnmng of the plan year (only def ned
5¢(1) 25
contribution plans complete thiS HBM) .. i e . ——
¢{2) Number of participants with account balances as of the end of the plan year (only defined 5c(2)
- L : C(Z) ; 24
contribution pians complete this BBM) i b . _ | I I
d(1) Total number of active participants at the beginning of the PlaN Year. ..., : 5d(1) _ 19
d{2) Total number of active participants at the end of the PIaN YE@M ... s sesssssees 5d(2) i _ 18
€ Number of participants who terminated emp!oyment durlng the plan year with acorued benefits that | e ; o
: 1
o were less;than 100% vested. .. e e — .
Caution: A benalty for. the late.or. incom ' !ete fili' 3 of this retumfre 'o wili ha assessed unlass reamnahla cause 15 established .....

‘Unger penallies of perjury and other.penaltios: set Tarth in the instructions, | datlare that | have examined this retum/report Incliding, 1f applicable, a Schedule
4SB or Schedufe MB completed and sugned by an anrolled actuary, as well as the glectronic version of this refurnfrepart, and fo the best of my knowledge and

DAVID G WILDING, M b.

: Date )
B “\‘E-a—')
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fa Were all of the plan's assets during the plan year invested in efigible assets? (See insiructions.)....
b Are you claiming a waiver of the annual examination and report of an independent qualified pubilc accountani (iQPA)

under 28 CFR 2520.104-467 (Ses instructions on waiver eligibility and conditions. )...c.c.e

Hves [ Mo

Py @ Yes D No

If you answerad “No” to either line 6a or line 6b, the plan cannot use Form 5500-8F and must instead use Form 5500.
€ Ifthe planis a defined benefit plan, Is It covered under the PBGC insurance program (see ERISA section 4021)?

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

D Yes DNO [] Not determined
. (Bee instructions.}

[“Part il | Financia! Information

_{b§ End of Year

. 7  Plan Assels and Liabilities o {3} Begmn ning of Year _
a Total plan assets ... 7a 2,557, 109 750,626
" b_Totalplain bIIES o sz | T | o
__€_Netiplan assets (subtiact line 7b from Eme?a) _ 2,557,109 790,626
. 8 income Expensss; and Trat;sfersfor this Plan Year ~{a) Amount__ i {b)Total “
a Contributions recewed or recewable from : e
{1} Employers ... Ba(l) 34,739
(2) POHIGIDANSS i | 8302 | 16,840
{3)_Others (ncluding rOloVeIs)..... 7,' | e | 83(3) |
: e oS 3b 118,104} e
__C_Total income (444 lines 85(4),85(2)i 84(3); and 86} oo | B el 169, 683
d Benefits paid (inchuding direct roliovers and insurance premmms : =
_to provide benefits) . ... _8d_ | 1,527,271
e__“Certam deemed andior comactive dlstnbuirons (see fnstructions) ga ]
" f Administrative se_rvsce_nmwdars(ésaﬁrﬁ_ea. fees, cormmissions)...., | 8 | 8,895
i o | 89 e
_h sh | 1,936,166
_ 8i L -1,766,483
] 'i‘ransféi's to ffron-i)the plan (see insti’ucﬁons)._a_. 8j -

| Part IV lPIan Characteristics

%a

2k 2E 2F 2G 27 2K 2T 3D

i the plan provides pension benefi ts “enter the applucahie pension feature cades from the L:si of Plan Characteristic Codas in the instructions:

b {ifthe plan prowdes welfare benefits, enter the applncable welfare feature codes from the List of Plan Charactenstm Codes in the instructions:
‘Part V | Compliance Questions o L
10 Duringthe plan year: Yes | No Amount
3 Was there a failure o transmit fo the plan any participant contributions within the ime penod ;
described in 20 CFR 2510.3-1027 Continue to answer "Yas" for any prior year failures until fully | :
_ comected. {Sés instructions and DOL's Valurliary Fidugiary Correction ngram) ............. WSO A |1
b Were thers any nanexempt transactions with any party-ln—lnterest'? {Do not include %ransacilons
regmrted on fine 1083w iieii R inseres i ] 10b
C Was the plan covered by___a ﬁdehty DONA? ocvvasermmsisssannens 10¢
'd Did the plan have 2 loss, whether or not relmbursed by the plan s ﬁdehty hand that was caused |
by fraud or: dlshsnesly‘? SR i) 10d
@ Were any fees or commissions paid to any bmkers agents ar other persons by an insurance
carrier, insurance service, or other orgamzatlon that pmwdes some or all of the benefils under
the plan?(Saé instructions ... ks onisiuregisess rrsranmesassssms erpemereesincisiiiia] 108
Has the plan fafled to pmv:de any beneft when due under the plan'? S 10f
g Did the plar‘have any participant loans? (If “Yes," enter amount as of year-end ) srsrmssammaprssortsas, 109
b If this is an individual account plan was there a blackout penod'? (See mstructmns and 29 CFR
3 siia] 10h
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Form 5500-SF (2024)

[ Part VI I Pensron Funﬂing Compliance

11  1s this a defined benef t plan subject to mrmmum funding requrrements? (I "Yes," see |nstruct|ons and complete Schedute sBe

[ Yes [] No

_“Below:.. .
a__Enter the ufpalid minimum feguited contributions for all years from Schedule 8B {Farm :55%) line 40 ............ e | 12 ]

b PBGC missed contribution reportmg requ:rements If the plan is covered by PBGC and the amount reported on fine 11a is greater than 0, nas PBGC
besn notified as required by ERISA sections 4043(c)(5) andfor 303(k)(4)? Check the applicable box:

D Yes.

D No. Reporiing was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimurn reguired contribution
were made by the 30th day after the due date.
No. The:30-tay period Feférenced in 29 CFR 4043.25(c)(2) has not yet erided; and the sponsor intends to make a contribution equal to or
excaeding the unpaid ririmury requiréd eofilribution: by the 30th day after the:due date.

D No. Other. Provide explanation . —- ... ... e

12

Is this a defned contribution plan sub;ecf to the minimum fundmg rec;urrements of sectron 412 of the Code or sectrcn 302 of

ERISA? ;. :
{If "Yes, . compiete llne 123 or lines 12b 12c 12d, and 12e below, as apphcable I thrs isa def‘ ned beneﬁt pension plan leave

fine12 blank and cmnpiate line 11 above.

PP

D Yes @ No

a ifawaiver of the minimum fundmg standard for a pﬂOI’ year is berng amomzed in thrs plan year, see instructions, and enter the date of the 1etter ruting

=.Month. . Day

granting. the walver. ...t

Year .

If. you tompleted line 124, com lete lines 5 9 and 10 of.Stzh'edu]e'3f'Mf"-Fbrrn ]ﬁsﬂ'ﬂ '-_and_-sk-i'p_{fo_iim\13. _

_b_Enter the minimumn peguired: contribution for this: ggn Vel .. .~ T, - 1;5' -
€ Enter the amount cantnbuted by the sirployer to the plan for this PIaN YE&r -esewwes — o
d Subtract the amount in Irne 12¢ from the amount in line 12b. Enter the result (enter a minus srgn to the left ofa | 12d

ng&a!ive amnunt)

Fren S NN E S T E e, v ransenens e pranven wna avuvn errundnbbrbdpperanasay. |
Crl e Sl L s

Will the mrmmum fundmg amount reporied on line 12d be met by the fundmg dead {4T= SO P

Plan Terminatlons and Transfers of Assels

| "Has a resaiutron m iaermrnate the plan been adapted in any plan Year? ...

I *Yes,” enter the amount of any. plain assets that reverted to the smplayer this ORI, isciesiiis

"Were all the plan assets distributed to partrcrpants or benef ciaries, transferred o another pian or brcught under the

comroi of the PBGC?

.u. oL :

if, durmg this pian year, any assets of Irabrlmes were transferred from this plan to another plan(s) identify the ptan(s) to
which agsets or lrabrhtres were transierred. {Seeihsiridlions; 1

13{;(1) Name of planis)::

_ 130(2) EiN(s)

T 136(3) PGS

|P§"rt Vill | IRS Compliance Questions ____ - e

14a Does the plan satisfy the coverage and nondrscrrmmatron tests of Cade sections 410(b) and 401 (a)(4) by combining this plan with any other plang under

the permissive aggregation rules? [} Yes [X No

14b f this is a Code section 401(k) plan, check all boxes that apply to mdscate haw the plan is intended to satisfy lhe nondrscnmrnatren ragquirements for

employee deferrals and employer matching contributions (a8 applicable) under Code sections 401(k)(3) and 401{m)(2).
@ Design-based safe harbor method
D *Prior year” ADP test
ﬁ *Current year" ADP test

[ a

{MM!DDNYYY) and the Opinion Lefter serial number ©70262 34

1 5 1f the plan sponsnr is an adepter of a pre-appreved ptan that received a favorable IRS Opinlan Letter, enter the daie of the Oprmon Letter 0 6/ 3 G / 20 2 0




