Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

» Complete all entries in accordance with
the instructions to the Form 5500.

2024

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2021

and ending  10/26/2021

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report
an amended return/report

D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

D a DFE (specify)
the final return/report

C Ifthe plan is a collectively-bargained plan, check here. . ... ... ... ... .. i

D Check box if filing under:

Form 5558

D special extension (enter description)

D automatic extension

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. .......................

IZ] a short plan year return/report (less than 12 months)

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

LAKE DOCTORS INC. 401(K) PROFIT SHARING PLAN & TRUST

1b

Three-digit plan
number (PN) » 001

1c

Effective date of plan
01/01/1988

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)

LAKE DOCTORS INC.

725 WILLIAMS RD

NEW SMYRNA BEACH, FL 32168-7899

2b

Employer Identification
Number (EIN)
59-1886601

2c

Plan Sponsor’s telephone
number
407-327-1080

2d

Business code (see
instructions)
541990

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 accompanying schedules,
statements and attachments, 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. 06/04/2025 KEITH PERRY
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 06/04/2025 KEITH PERRY
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2024)
v. 240311
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3a Plan administrator's name and address 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 filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 145
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 129
a(2) Total number of active participants at the end of the plan year ... 63_(2) 0
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccccooviiiiiiiiiiienen. 6e 0
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 0
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1) 0
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIELE TNIS IEIM) ...ttt ettt ettt ettt ettt et et ettt eete et e et e te s easeseeaeeteebeebe s e b essenseseeseebe st este e ensessereeresrestesnan 69(2) 0
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
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 Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) Trust 3) Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

Pension Schedules b General Schedules

1) R (Retirement Plan Information) 1) B H (Financial Information)
2 I (Fi ial Inf tion — Small Pl

2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 D A (Insurance Information) — Number Attached
actuary 4) @ C (Service Provider Information)

3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary

4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

® (]

MEP (Multiple-Employer Retirement Plan Information)
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Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes D No

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2021 and ending  10/26/2021
A Name of plan B Three-digit
LAKE DOCTORS INC. 401(K) PROFIT SHARING PLAN & TRUST plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LAKE DOCTORS INC. 59-1886601

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2024

Page3-[ 1 |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)
LPL FINANCIAL; RP COMPENSATION PO BOX 502533
SAN DIEGO, CA 92150
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
26 ADVISOR 9028
YesD No@ YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)
(b) (c) (d) (e) ) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
nter name an address) of source of indirect compensation escribe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti e) D ibe the indirect tion, includi

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2021 and ending  10/26/2021
A Name of plan B  Three-digit
LAKE DOCTORS INC. 401(K) PROFIT SHARING PLAN & TRUST plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500

LAKE DOCTORS INC.

D Employer Identification Number (EIN)
59-1886601

‘ Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢c(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash ............ccccoiiiiiiiiii 1a
b Receivables (less allowance for doubtful accounts):
(1) Employer CONtrBULIONS ............voveeceeeeeereeeeeeeeeeeeece et es e 1b(1)
(2) Participant CONLIDULONS.............vveeeeeeeeeeeeeeeeeeeeeeeseeee e eeeseseseea 1b(2)
(B) OtNBT oottt 1b(3)
C General investments:
1) Interest-bgaring cash (include money market accounts & certificates 1c(1) 1343850 0
(o) f0 [T oo 1= 1 ) SRR OORPPR
(2) U.S. Government securities 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEA ... 1c(3)(A)
(B) AlLOtNET ..o 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PreferTed .......c.veeoeeeeeeeeeeeeeeeeeeeeee e 1c(4)(A)
(B) COMMON ... 1c(4)(B)
(5) Partnership/joint venture interests .................ccoooioeoeeeeeeeeeeeeeeeeeeeen 1¢(5)
(6) Real estate (other than employer real property) ...........ccccococeveveeveveeennn. 1c(6)
(7) Loans (other than to participants)...............ccceeveeeeereeeeereeneesenseeeas 1¢(7)
(8) Participant 08NS ............cccooveiiireeeneneenn 1¢(8) 0
(9) Value of interest in common/collective trusts.... 1¢(9)
(10) Value of interest in pooled separate acCoUNtS ...............ccocoveeererseeeens. 1c(10)
(11) Value of interest in master trust investment accounts..............c........... 1c(11)
(12) Value of interest in 103-12 investment entities ..............cocoveurveveeennnene. 1c(12)
) ey reet It regisiered Iesiment companies (6. Mt 1e(13) 7606481 24
(14) Value of funds held in insurance company general account (unallocated 1c(14)
contracts)... .
(15) OtNET ...ttt 1c(15)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule H (Form 5500) 2024
v. 240311
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Page 2

1d

> Q

(S

Employer-related investments:
(1) EMPlOyer SECUITIES ......c..uiiiiiiieiiie e

(2) Employer real property

Buildings and other property used in plan operation .............cccocceveviiienenee.
Total assets (add all amounts in lines 1a through 1€) .........ccccceiiiiiiiices
Liabilities
Benefit claims payable ...
Operating PaYabIEs ..........cooiiiiiiii e
Acquisition iNdebtedness ..o
Other abilities. .........ooiiiiiie e
Total liabilities (add all amounts in lines 1g through1j) ........cccoceiniiiiiiienis
Net Assets

Net assets (subtract line 1k from line 1)........cocoiiiiiiiii

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

1e

1f

9029497

24

19

1h

1i

1j

1k

9029497

24

Part Il [Income and Expense Statement

2

a

Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers ...........ccccovcveennne.
(B) PartiCipants .........cooicuiiiiiiiie e
(C) Others (including rollOVErs)..........ccueeiruiiiiiiie e
(2) Noncash contributions.............cooiiiiiiiiiiiii e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .............
Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of deposit)

(B) U.S. Government SECUNLIES ........ccuuieiiiiiiiiiiieiiiie e
(C) Corporate debt iNStruments ............ccocoeeiiiiiiiiie e
(D) Loans (other than to participants) ..........ccoceeeiiiiiiiiiii e
(E) Participant l0@NnsS..........coouiiiiiiieiie e
(F)  OtNEI .
(G) Total interest. Add lines 2b(1)(A) through (F)........ccccceiiiiiiiinean.
(2) Dividends: (A) Preferred StocK...........ccueiiiiiiiiiiieiiieeiee e
(B)  COMMON SEOCK ....ceiiiiiiiiiiiie ittt
(C) Registered investment company shares (e.g. mutual funds)..........
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES ..o
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...................
(B) Aggregate carrying amount (see instructions)............c.c.ccccooiiieeis
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..............
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate ...

(B)  OtNEI ...t

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B) .......ceeivvereeieeiiieee e

(a) Amount

(b) Total

2a(1)(A)

17191

2a(1)(B)

45848

2a(1)(C)

2a(2)

2a(3)

63039

2b(1)(A)

33

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

564

2b(1)(F)

2b(1)(G)

597

2b(2)(A)

2b(2)(B)

2b(2)(C)

9308

2b(2)(D)

2b(3)

9308

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(S)(C)
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Q 0

o

(6) Net investment gain (loss) from common/collective trusts.....................
(7) Net investment gain (loss) from pooled separate accounts....................
(8) Net investment gain (loss) from master trust investment accounts.........
(9) Net investment gain (loss) from 103-12 investment entities ...................

(10) Net investment gain (loss) from registered investment
companies (e.g., mutual funds) ...........cccocciiiiiiiinii

Other iNCOME ..o
Total income. Add all income amounts in column (b) and enter total
Expenses

Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers...........
(2) To insurance carriers for the provision of benefits ............cccccevciennn.
(B) ORI ... s
(4) Total benefit payments. Add lines 2e(1) through (3) ........ccooceveviniennnnne.
Corrective distributions (see instructions) .............cccccoviiiiiiiiiec,
Certain deemed distributions of participant loans (see instructions)...

INTErESt EXPENSE....oiiiiiiii it
Administrative expenses:

(1) Salaries and AllOWANCES ..........cccccuuiiiieeeiiiiiiie e

(2) Contract administrator fees
(3) Recordkeeping fees ...........
(4) 1QPA audit feeS.......cceiiiiiiiiiee e
(5) Investment advisory and investment management fees ..
(6) Bank or trust company trustee/custodial fees...............
(7) Actuarial fees
(8) Legal fees ......ccceevuerennne
(9) Valuation/appraisal fees..................
(10) Other trustee fees and expenses ...
(11) Other EXPENSES. .....eeiiiiiieeiiiieiiiie et
(12) Total administrative expenses. Add lines 2i(1) through (11)
Total expenses. Add all expense amounts in column (b) and enter total.....
Net Income and Reconciliation

Net income (loss). Subtract line 2j from line 2d

(a) Amount

(b) Total

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

513538

2c

2d

586482

2e(1)

18516

2e(2)

2e(3)

2e(4)

2f

29

2h

18516

15509

2i(1)

2i(2)

4651

2i(3)

9028

2i(4)

2i(5)

2i(6)

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

2i(12)

13679

2j

47704

Transfers of assets:
(1) TO thiS PIAN. .. e
(2) From this Plan ........c.oieiiiiie e

2k

538778

21(1)

21(2)

9568251
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Partlll Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [{ Unmodified (2) [ ] Qualified (3) [ ] Disclaimer @) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

(1){ DOL Regulation 2520.103-8 (2)[ | DOL Regulation 2520.103-12(d) (3) [ | neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: BERMAN HOPKINS WRIGHT & LAHAM, CPAS (2) EIN: 59-1152714

d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:
(1) D This form is filed for a CCT, PSA, DCG or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

‘ Part IV ‘Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l. DCGs do not complete lines 4e, 4f, 4k, 41, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).

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.) .................. 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is

CRECKEA. ) e e e e ee e e e e e eee e e e e s e ee e e eesee e ab X
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........cccccoiieiiiiiiennnnenn. 4c X

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is
CRECKEA. ) ...tttk ettt ettt bbbttt s s 4d X

Was this plan covered by a fidelity BONA? .........c.oooiiiiiiii de X

f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud Or dISNONESTY? ... ettt ettt e e e et e e neee s 4f X

g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?..........cccococeeiiiiiniii e, 49 X

h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?............... 4h X

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format requIremMENtS.) ...........oooiiiiiiiiiii e 4i X

j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked and

see instructions for format requiremMents.) ............ccocooiiiiii 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control of the PBGC? ...........ooiiiiiiiiiieiie et 4k X
| Has the plan failed to provide any benefit when due under the plan?............ccccoooiiiiiiiiiiin. 4] X
m [f this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520 10T-3. ) ettt ettt bt a et et h et b et et nhe e pe e nee e nee e am X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one

of the exceptions to providing the notice applied under 29 CFR 2520.101-3. ........ccceeviieviniiniennnee. 4n

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ Yes |:| No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year 0
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5b  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.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

TLD SOUTHEAST INC. 401(K) PROFIT SHA

85-4157613

001

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
L1 (0 Tex (1] T PPt D Yes [[No [[Not determined

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




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2024
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2024 or fiscal plan year beginning 01/01/2021 and ending 10/26/2021
A Name of plan B Three-digit
LAKE DOCTORS INC. 401(K) PROFIT SHARING PLAN & TRUST plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LAKE DOCTORS INC. 59-1886601
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1
1] 14 o1 1)

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

EIN(s): 16-1470238

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3

Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ........vvvverrreenn. D Yes Bl No D N/A
If the plan is a defined benefit plan, go to line 8.

5  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 ruling letter granting the waiver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 68
deficiency not waived) ................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year ...............ccccoeeeeveveveveeeeeceenn. 6b
C  Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount)............cccooiiiiiii e 6C
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline?................ccccevcevecereencan. D Yes D No D N/A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree with the Change? ... D Yes D No D N/A

Part 11l Amendments

9  Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate

DOX. I N0, CRECK thE “NO” DOX. .. eeeeeeeeeeeeeeeeeeteee e e e e e eeeeee e seeeeeee et et et et eeeeeseeeeens D Increase D Decrease D Both D No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. D Yes D No
11 a Does the ESOP hold @ny preferred SEOCK? ...........ocveeiueieeeeeeeeeeeeeeeeeeeeeeeeeeteeteeees e eenseaeese et e ateate e eseneaseatseeesteseeseseeneeeeaeeeeesean D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “back-t0-DACK” 108N.) ............iiiiiiiiiiii i
12 Does the ESOP hold any stock that is not readily tradable on an established securities market?..............ccccccooveveeereceeeceeeee e D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2024

v. 240311
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unitmeasure:[ | Hourly  [] Weekly  [] Unit of production [ ] Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):




Schedule R (Form 5500) 2024 Page 3

14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attaChMENL)............oooiiiiiiii e e e e e e e e e e e e

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)................cccccciiiiiie

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)...........cooeiiiiiiiiiiee e e e

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year 15a

b The corresponding number for the second preceding plan year 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against sUCh Withdrawn emMIPIOYErS ... .o s

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attachment

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an attachment

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years D 5-10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? [[ Yes D No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.

[

D 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.

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
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation.

[ Part VIl | IRS Compliance Questions

21a 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

21b 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).

D Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] NA

22 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 __ /  /
(MM/DD/YYYY) and the Opinion Letter serial number




Lake Doctors, Inc.
725 Williams Road
New Smyrna Beach, FL 32168

June 4, 2025

Department of Labor

Employee Benefits Security Administration

Via EFAST 2 Portal — 0423227011; October 25, 2024; LTR 1074C

I am writing as the former President and sole owner of Lake Doctors, Inc. in response to
correspondence dated October 25, 2024, which requested that a revised Form 5500 be filed for the
plan year ended October 31, 2021.

The correspondence indicates that the return as originally filed was not marked “final.” In fact, the
return as filed did include marking the return as “final.” However, to avoid further delay in
addressing this matter, I am filing the return again as an amended return. Please see the attached
correspondence filed with the amended return that provides background on this matter.

I can be reached at the address on this letterhead if additional information is needed.
Sincerely.
[electronically signed)]

James L. Williams

/attachments




mlempsthui.meTmam OMB Clearance HNi.: 1545-1610
1 Internal Revenue Service

@

007616

In reply refer to: 0423227011

OGDEN UT 84201-0066 Oct. 25, 2024 LTR 1074C o
59-1886601 202210 74 001
, 00014465
BODC: TE

LAKE DOCTORS INC
725 WILLIAMS RD
NEW SMYRNA FL 32168-7899

Emplover Identification Number: 59-1886601
Name of Plan: Lake Doctors Inec 401K Pro¥it

Sharing Plan & Trust
Plan Number: pbi
Plan Year Ended: Oct. 31, 2022

Dear Taxpayver:
Thank vou for vour response dated Sep. 16, 2026.

Your response indicated vou filed a final Form 5500, Annual Return
Report of Employee Benefit Plan. Our records indicate y¥ou filed a Form
5500 for plan year ending Oct. 31, 2021, which was not B valid final.
In order to be considered a final return, vou must mark the "final®

box and show zero assets and zero participants at the end of the
reporting vear.

You must electronically file with the Department of Labor: You may
file obnline using the EFAST2 web-based filing system, br vou may file
through an EFAST? approved vendor. Detailed information oh electronic
filing is available at www.efast.dol.gov.

For telephone assistance, call the EFAST2 Help Line at 1-B&6-463-3278
Monday through Friday from 8:00 a.m. to 8:00 p.m. Eastern time.

If vyou have any questions, please call us toll free at 1-877-829-5500.

If vou prefer, you may write to us at the address shown a8t the top of
the first page of this letter.

Whenever you write, Please include & copy of this lettar and, in the
spaces below, write vour telephone number with the hours wé can reach
you. Keep a copv of this letter for your records.

Telephone Number ¢ ) Hours

We apologize for any inconvenience we may have caused you, and thank
you for your cooperation.




Lake Doctots, Inc.
725 Williams Road
New Smyrna Beach, FL 32168

September 10, 2024

Department of the Treasury

Internal Revenue Service

Ogden, UT 84201-0018

Via Facsimile 855-214-7520

I am writing as the former President and sole owner of Lake Doctors, Inc. in response to Notice
CP-406, dated August 19, 2024, which requests information for the taxpayer account of Lake
Doctors, Inc. — FEI 59-1886601. The information tequested relates to Form 5500, plan #001 for
the plan year ended October 31, 2022. A copy of the cotrespondence is provided with this letter.

The assets of Lake Doctors, Inc. were sold to an unrelated party during January 2021 and the entity
was subsequently liquidated. Pursuant to the asset sale agteement the existing Lake Doctors 401 (k)
plan was merged into the plan of the acquiring company. A plan of liquidation was adopted by the
plan administrator with an effective date of January 29, 2021, and the plan merger occurred on
October 26, 2021.

A final Form 5500 was filed in October 2022 for the stub petiod January 1, 2021, through October
26, 2021 (the actual date of merger of the plan assets) and audited financial statements wete
prepated and filed as of the same date. A copy of the front page of the final Form 5500 is attached
which indicates that the information return was the final return for the plan.

>

I can be reached at the address on this letterhead if additional information is needed.
Sincerely.
[electronically signed]

James L. Williams

/attachments
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BOD CD-TE
%% IF YOU HAVE ANY QUESTIONS, xx
¥ REFER TQ THIS INFORMATION:
NUMBER OF THIS NOTICE: CP-406

OGDEN UT 84201~0018 DATE OF THIS NOTICE: 08-19-2024
TAXPAYER IDENT. NUM: 59-1886601
FORM: 5500 PLAN #%: o001

PLAN YEAR ENDING: 10-31-2022

LAKE DOCTORS INC
725 WILLIAMS RD

NEW SMYRNA FL 32168-7899250

FINAL NOTICE-YOUR ANNUAL FORM 5500 or 5500-SF IS OVERDUE
WRITTEN RESPONSE REQUIRED

Why Are You Getting This Notice?

We did not receive a response; or

required to file, to our previous notice asking you to file Form
5500 for the plan number and plan vear ending indiecated below:

Plan Number Plan Period Enhding
001 10-31-2022

If we do not hear from you immediately, we wil]l conclude that vou did
not intend to file vour return and we may take the following actions:
- Ask you to come into our office with yvour books and
records,

= Begin an audit ‘6f yoiuk plan.

What You Need To Do

We urge vou to review the items below, complete the Aappropriate
section of the notice and return it to us by 09-19-2024.

1. Complete Section I if vou Have already filed the return with
the Emplovee Benefits Security Administration (EBSA).

2. Complete Section I if vou filed the return using an EIN, plan
name, plan number, or plan vear ending different from those

shown above.

Complete Section II if vou. are not required to file a return

file for the plan number and/or plan vear gnding shown above.

If vyou are required to file a Form 5500 or For# 5500-SF

electronically and you need more information, go -to
www.efast.dol.gov. : ~

may be eligible to participate in the DOL Delinquent Filer
Voluntary Compliance Prograim (DFVCP), which allows for
substantially reduced EBSA penalties for delinquent filers
and eliminates the IRS penslty. Information about the DFVCP
is available on DOL's website, www.dol.gov/ebsa. If vou are
eligible for and have satisfied the requirements for
participation in the DFVCP, check the box helow and enter the
date that you applied for participation in the DFVCP.

an explanation as to why you are not

If vou are required to.file a Form 5500 and have not filed, vou



002562
BOD CD-TE

NUMBER OF THIS NOTICE: CP-406
DATE OF THIS NOTICE: 08-19-202%
TAXPAYER IDENT. NUM: 59-1886601
FORM: 5500 PLAN ¥#: 001

. PLAN YEAR ENDING: 10-31-2022
LAKE DOCTORS INC

725 WILLIAMS RD
NEW SMYRNA FL 32168-7899250

[ 1 DFVC Progranm Date applied .

Penalties for not Filing

If you were required to file and failed to do so, you may be liable
under DOL regulations for civil penalties of up to $2,259 (for 2021)
per day for each return/report. In addition, you may be liable for IRS
Penalties under IRC 6652(e) of %250 per day (up to a maximum of

$150,000 per plan vear on returns required to be filed after December
31, 2019).

How to Get Forms, Instructions and Publications

Forms, instructions and publications are available on the IRS website
at www.irs.gov or by calling the IRS Forms Distributions Center
toll-free at 1-800-TAX~FORM (1-80D-829-367¢).

How Ta Get Help

For more information about this notice visit the Retirement Plans
Community web page at Www.irs.gov/ep, click on TEP FAQs"™ in the left
navigational box and click on "Form 5500 Notices - CP 403/406"™ under
Plan Operations or if you need additional information on whom should
file refer to Section 1 of the Form 5500 or Form 5500-SF
instructions. If vou do not find the information vou need, call the
IRS Help Line at 1-877-829-5500 (toll free).

Response Due Date

—— e — - — - . — =

Please send the information to us by 09-19-2g024,.

How to Send the Information to Us

Depending on how you respond to this

using one of the following: .

l. If you already filed, complete Section I of this notice and send it
to the address located in the heading of this notice or fax it to
us at B55-214-7520.

2. If you are not required to file, complete Section II of this notice
and send it to the address located in the heading of this notice or
fax it to us at 855-216-7520. .

3. If you are responding to this notice for multiple Plans, please
complete the applicable sections for each plan as indicated above.

notice, send us the information
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BOD cD-TE

NUMBER OF THIS NOTICE: CP-406

DATE OF THIS NOTICE: D8-19-2024

TAXPAYER IDENT. NUM: 59-1886601 -
FORM: 5500 PLAN #: D01

PLAN YEAR ENDING: 10-31-2022
LAKE DOCTORS INC

725 WILLIAMS RD
NEW SMYRNA FL 32168-7899250

001064
COMPLETE AND RETURN WITH YOUR REPLY

Section 1

T e m ety A e — o

...-._.—--.—_.--—_..—......____-.—-....____........__._.____.._.__.__.___....__......._-..__...__...—_—..—___

Name and address as shown on the form Emplover Identification
Number (EIN)

T S e v e e e e A TR M G e e e e e

Date filed with EBSA and Acknowledgement Plan Number
humber:

Section II
Not Required to File

_—__.-.._.......--_.__—.....___..._._____....—_..-._______._.____—-.—._—_.__.—__..--_-_.-_.._—___—__

Please check the box that applies to you, a form was not filed
because:

[ 1 Plan in question is a Savings Incentive Match Planh for
Employvees of Small Emplovers (SIMPLE) that involves
SIMPLE IRAs.

[ 1 Plan in question is a Simplified Emplovee Pension (SEP).

[ ] Plan was terminated or merged into a new plan. You must
still file a "Final™ peturn showing zero end-of-year assets,
zero participants, and mark "the final return filed for

the plan" box in part 1 of the form.
[ 1 Other:

Section III
Reason for not filing on time

—__—___._-.____.._.._..—-__—_.__..___.........__...__._.__—_——.____..._-.__

Explain why vou did not file on time:

- R e A W B e B e e v e e -




IRS Department of the Treasury
Internal Revenue Service

OGDEN UT 84201-0013
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e LAKE DOCTORS INC
@ 725 WILLIAMS RD
NEW SMYRNA FL 32168-7899250

001064

e

Be sure the IRS address appears in yvour envelope window.

Notice Number: CP%0&
BODCD-TE Notice Date : 2024-08-19
SELCD- Tax Period : 202210

BTN

¥591886601x%

LAKE DOCTORS INC

725 WILLIAMS RD
INTERNAL REVENUE SERVICE NEW SHYRNA FL 32168-7899250
O06DEN UT 84201-0018
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Form 5500

Department of the Treasury
internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

» Complete all entries in accordance with
the instructions to the Form 5500.

2021

This Form is Open to Public
Inspection

LPartl l Annual Report Identification Information

For calendar plan year 2021 or fiscal plan year beginning 01/01/2021

and ending 10/26/2021

A This return/report is for:

B This return/report is:

[

a multiemployer plan D a multiple-employer plan (Filers checking th

participating employer information in accord

@ a single-employer plan D a DFE (specify)
D the first return/report @ the final return/report
D an amended return/report a short plan year return/report (less than 12

C Iftheplanis a collectively-bargained plan, check here

D Check box if filing under:

E Ifthisis a refroactively adopted plan permitted by SECURE Act section 201, check here

i

Form 5558 D automatic extension

D special extension (enter description)

is box must attach a list of
ance with the form instructions.)

months)

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
LAKE DOCTORS INC

401(K) PROFIT SHARING PLAN & TRUST

1b  Three-digit plan
number (PN) » 001

1c Effective date of plan

01/01/1988
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 59-1886601
LAKE DOCTORS INC 2c Plan Sponsor's telephone
number

725 WILLIAMS ROAD

NEW SMYRNA BEACH FL 32168

(407)327-1080
2d Business code (see
instructions)
541990

Caution: A penalty for the late or incomplete filing of this returnireport will be assessed unless reasonable cause is established.

Under penalties of perjury and other
statements and attachments, as well

penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

: «71‘-%@_‘
 Jis)go
& 3 &
HERE T2
&& Date Enter name of individual signing as plan administrator

SIGN / 9.“5 e
HERE Ty

Signatu?e“off'en:a%foyerlpl Date Enter name of individual signing as employer or plan sponsor

, (i -

s |/ L)
HERE : e @M%V% ,:1

Signatlgﬂre“’?:ﬁ’faD‘FE‘E i ; Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instru cfions for Form 5500.

Form 5500 (2021)
v. 210624
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¥% IF YOU HAVE ANY QUESTIONS, xx
¥% REFER TO THIS INFORMATION: xx
NUMBER OF THIS NOTICE: CP-406

OGDEN  UT : 864201-~0018 DATE OF THIS NOTICE: 08-19-2024
TAXPAYER IDENT. NUM: 59-1886601
FORM: 5500 PLAN #: 001

PLAN YEAR ENDING: 10-31-2022

LAKE DOCTORS INC
725 WILLIAMS RD
NEW SHMYRNA FL 52168-~7899250

FINAL NDTICE—YUUR ANNUAL FORM 5500 or 5500-8F IS OVERDUE
WRITTEN RESPONSE REQUIRED

Why Are You Getting This Notice?

We did not receive a responseg; opr an explanation a& to why vou are not
required to file, to our previous notice asking vou to file Form
5500 for the plan number and plan vear ending indicated below:

Plan Number Plan Period: Ending
001 10-31-2022

If we do not hear from. you zmmedlately, we will eonclude that you did
not intend to file yvour return and we may take the following actions:

- Ask you to come into our office with vour books and
records;

- +Begin an audit of vour plan.

What You Need To Do

We urge vou to review the items below, complete the appropriate
section of the notice and return it to us by 09-19-2024.

1. Complete Section I if vou have already filed the return with
the Emplovee Benefits Security Administration (EBSA).

2. Complete Section I if vou filed the return using an EIN, plan
name; plan number, or ‘planh vear ending different from those
shown above.

3.-Complete Section II if vou are not required to file a return
file for the plan number and/or plan vear ending showh above.

4. If vou are required to file a Form 5500 or Form 5500-SF
electronically and vou need more information; yo to
www.efast.dol. gov.

5. -1f vou are required to file a Form 5500 ‘and have not filed; vou
may be eligible to participate in the DOL Delinquent Filer
Voluntary Compliance Program (DEVCEP) , ‘which allows for
~substantially reduced EBSA penalties for delinquent: filers
and eliminates the IRS penalty. Information about the DEvVCP
is available on DOL's website, www.dol.gov/ebsa, If vou are
eligible for and have satisfied the requirements for
participation in the DFVCP, check the box below and enter the
date that vou applied for participation in the DEVCP.
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NUMBER OF THIS NOTICE: CP-406
DATE OF THIS NOTICE: 08-19-202%
TAXPAYER IDENT. NUM: 59-1886601
FORM: 5500 PLAN #: 001

. PLAN YEAR ENDING: 10-31-2022
LAKE DOCTORS INC

725 WILLIAMS RD
NEW SMYRNA FL 32168~-7899250

[ 1 DFVC Program Date applied .

Penalties for not Filing

If you were required to file and failed to do so, you may be 1liable
under DOL regulations for civil penalties of up to $2,259 (for 2021)
per day for each return/report. In addition, you may be liable for IRS
Penalties under IRC 6652(e) of $250 per day (up to a maximum of

$150,000 per plan vear gn returns required to be filed after December
31, 2019).

How to Get Forms, Instructions and Publications

Forms, instructions and publications are available on the IRS website
at www.irs.gov or by calling the IRS Forms Distributions Center
toll-free at 1-800-TAX-FORM (1-800-829-3676) .

How To Get Help

For more information about this notice visit the Retirement Plans
Community web page at www.irs.gov/ep, click on "EP FAQs"™ in the left
navigational box and click on "Form 5500 Notices - CP 403/606"™ under
Plan Operations or if yvou need additional information on whom should
file refer to Section 1 of the Form 5500 or Form 5500-SF
instructions. If vou do not find the information you need, call the
IRS Help Line at 1-877-829-5500 (toll free).

Response Due Date

Please send the information to us by 09-19-2024.

How to Send the Information to Us

Depending on how you respond to this

using one of the following: . .

1. If you already filed, complete Section I of this notice and send it
to the address located in the heading of this notice or fax it to
us at B855-214-7520.

2. If you are not required to file, complete Section IT of this notice
and send it to the address located in the heading of this notice or
fax it to us at 855-214-7520.

5. If vou are responding to this notice for multiple Plans, please
complete the applicable sections for each plan as indicated above.

notice, send us the information
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NUMBER OF THIS NOTICE: CP-406
DATE OF THIS NOTICE: 08-19-2024
TAXPAYER IDENT. NUM: 59-1886601
FORM: 5500 PLAN #: 001

PLAN YEAR ENDING: 10-31-2022
LAKE DOCTORS INC

725 WILLIAMS RD
NEW SMYRNA FL 32168-7899250

0106
ooroes COMPLETE AND RETURN WITH YOUR REPLY

Section I

TR NS T M N e o " o o s ot ot -~ - o oo - —— — - —

e s s i o Ay s g o ——— —

Enter the information exactly as shown on the form filed with EBSA.

--—-.—_—__..-.-._-.__-._————.——-_—————u—_-.—.-.——-.——...—--——.—..._.—....._—-.——-..u.._..__-.___.—_—

Name and address as shown on the form Emplover Identification
Number (EIN)

e e’ . v - 1, o G WS M s o —— o

- - -

Date filed with EBSA and Acknowledgement Plan Number
number:

Wl e Wt o — o

Section II
Not Required to File

_——......—————-.—.._—....._.—_....--_-...._.--.-——...__....—......__..——_.—..-_..—_“.._.-u-——;-..-_.._..__._._.__

Please check the box that applies to vou, a form was not filed
because:

[ 1 Plan in question is a Savings Incentive Match Plan for
Emplovees of Small Emplovers (SIMPLE) that involves
SIMPLE IRAs.

[ 1 Plan in question is a Simplified Emplovee Pension (SEP).

[ 1 Plan was terminated or merged into a new plan:. You must
still file a "Final"™ return showing zero end-~of=<year assets,
zero participants, and mark "the final return filed for
the plan™ box in part 1 of the form.

[[ 1 Other:

Section III
Reason for not filing on time

—_—.—_—....—_....____-._-_..—__.-———-.-‘—..-..._.n._——-.—..-—.—-——..———__..u...u..m..--._—_-.-—-_

Explain why you did not file on time:
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725 WILLIAMS RD
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Be sure the IRS address appears in your envelope window.

Notice Number: CP406
BODCD-TE Notice Date : 2024-08-19
SELCD- Tax Period : 202210

AR

%x591886601x

LAKE DOCTORS INC

725 WILLIAMS RD
INTERNAL REVENUE SERVICE NEW SMYRNA FL 32168~7899250
O6DEN UT 84201-0018
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