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
BEACH MEDICAL IMAGING 401(K) PLAN PN) D 002
1c Effective date of plan
01/01/2004
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) 65-1078048
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
BEACH MEDICAL IMAGING C Sponsor’s telephone number

321-773-9898

2d Business code (see instructions)

2033 S. PATRICK DRIVE
SATELLITE BEACH, FL 32937-4418 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..............cccccveveveveveceeeeeeeeeceeeee e 5a 12
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 12
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 11
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) 12
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 10
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 8
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 3

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. 06/04/2025 DANIEL K. BEIRNE, Il M.D.
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 06/04/2025 DANIEL K. BEIRNE, Il M.D.
HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

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

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 7663125 9285434
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 7663125 9285434

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) 0

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 62450

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 1632485
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 1694935
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 71906
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 720
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 72626
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 1622309
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:
2A 2E 2J 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 500000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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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_ Q703912A
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12900088

Short Form Annual Return/Report of Small Employee
Beneflt Plan

Form 5500-SF

Deparimeni af the Troasuny:
[ntarral Rsvanye Servios

2024

This form ls required to be filed under sactions 104 and 4065 of tha Employee Retirement

Incomea Securily Act of 1974 (ERISA), and section B057() and 6058(a) of tha Intamal
Revenue Code (the Coda).

*_Complate all antries in accordance with the Instructions ta tha Form 5500-SF,
Annual Raport Identificatlon Information

Dwanrimni of Labar
Employos Benafile Securty Admisldtation

Fwnglon Bensflt Gunrmity Gomonfist

Thia Form Is Open fo
Public Inspection

Eor calendar plan year 2024 or fiscal plan year beginhing 01/61/2024 and snding 12/31/2024

A This returryrepont i for: E a gingle-amployer plan [’ a muttiple-amployer plan {not multiernployar) (Pension plan filara checking this box
must attach Schedule MEP. Gther plans must attach a list of patticipating amployer
infortnation In accordance with the form instructions.)

B Thia return/report is; [] the first returvreport [] the fina! retum/raport
D an amanded returmn/rapor D & short plan year ratum/report (lesa than 12 months)

C Check box if fling under: H Form 5558 [] automatic sxtension [] orve program
special axtension (entar dagcription)

D ifthe planis a callectively-bargained plan, check here [ H

E if this iz & retroactivaly adopted plan permitted by SECURE Act section 201, check here  veeceeeas T—

A} Basic Plan Information -— anter all requested infarmatign
1a Name of plan 1B Three-digit plan numbsr
Beach Medical Imaging 401 (k)] Plan (PN) otz

1c Effective date of plan

01/01/2004
23 Flan spensor's name (ermployer, If fer a single-smplayar plan) 2b Employer identification Mumbar
Mailing Address (includa roam, apt., sulte no. and stiaet, or P.D, Box) (EIN) 65-107804%
City or tawn, state ar provines, sountry, and ZIP or farsign postal code {if foraign, see instructions) 3 = -
i C Sponsor's telephane number
Beach Medical Imaging (321) 773-9898
2d Business code (ses instructions)
2033 8, Patrick Drive 621111

U3 Satallite Desch PL 329374418
3a Plan administrater's name and address  [X]Same as Plan Sponsor 3b Administrator's EIM

3¢ Administrators telephcne number

If the name andfar EIN of the plan sponsor or tha plan name has changed since the lagt retym/report filad EIM
4 foE thl? Flan, antar the plan Bpgnsorg name, EIN, E‘ue plan name and the plan number from the last 4b
return/report.
a4 Spohsor's name 4d PN
& Plan Name
3a Tetal number of participants at the beginning of the plan yaar 5a L2
b Total number of parficipants at the end of the plan yaar 5b L2
G{1) Number of perticipants with account bafances as of tha beginning of the plan year {only defined 5o(1) .
contribution plang complete this item) 11
©{2)  Number of particlpants with account balances ms of the end of the plan year (only defined 5c{2) \
contribution plans complats this item) 2
d(1) Total number of active participants at the baginning of the plan yoar ad(1)
d{2) Total number of active participants at the end of the plan year 5di2) ]
8 Number ef parficipants who tarminated employment during tha plan year with accruad benafits that
ware lass than 100% vestad Se 3
Cautfon: A penalty for the late ot incemplate filing of this return/report will ba assessad unless mazonabla causa ls sxtablisked.
Under penalliag of perjury and other panalties aet fark in the Instructions, | deelare that | have examinad thia return/rapan, including, If applicabls, a Schedule
58 or Schedule MB completed and signed by an anrolled Bctuary, a3 well a5 the elacironic versian of thia retum/repert, apd to the best of iy kivawledge and
’ 'l Danial K. Beirne, IT MD
i At fe Enter nama of Individual signing as plan administrator
T ., P [ - Daniel XK. Beirns, IT Mb
“HERE| signatura of amployer/plan éonaor ate Entar name of indlvidual signing as emplayer or plan spansor
For Paperwork Redugtion Act Notice, see the Inatructions for Farm 5500-5F. Form 550)-5F [2024)

v, 240311
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Fotrm S500-5F 2024 Page 2
62 Wara all of the plan's assets during the plan year Invested in aliglbls asssts? (See Instructions.) [E]ves [no
b Are you claiming a walver of the annual examination and repart of an indepandant qualified public accountant (QPA)
under 28 CFR 2520,104-467 (See ingtructions on waiver aligibility and sonditions.) [Elves [Jna

i you answared "No® to either line Ga or line b, the plan cannot use Farm 5500-8F and must Instead use Form 5500,
€ Ifthe plan |5 a dafinad beneflt plan, ie it covared undar the PEGC Insurance program (see ERISA sectfon 4021)7 Cdves [INe ] vet determinad
IF"Yes"is checked, entar the My PAA confirmation number from the PEGG premium fillng for this year - {Sea Instructions.)

e Financial Information
Plan Assels and Llabllities {a) Baginning of Year (b) End of Yeur

7
a Total plan asgats 7a 7,663,125 9,185,434
b Total plan labilities Th
€ Net plan assats (subtract ing 7h from e 7a) e — 7o 7,663,125 9,285,434
8 Ircome, Expenses, and Transfars for this Plan Year . (a} Amount (b} Total
a  Contributions received or receivable from; B
(1} Emplpyerg ' Baf1) 0 .-
{2} Partitipants 8a(?) €2,450
(3)_Othars (including rellovers) §a(3)
b Other income {loas) 8b 1,632,485 |
¢ Total Income (atld lines 8a(1), 8a(2), §a(3), AN BE) wovsemremreene | BE
¢ Benefits paid (including diract rollovara snd insurance premiums
to provide bensfits) ad
& Certain deemed andfor corractive distributions (see Instructions) ...| B8s
T Administrative serviga providers (satarles, feas, gommissions) .|  Bf
g Other expanzes Bg 3
h Total expenses {add lines 8d, 82, 8, 804 80)  wmrmeemusr—m—ns 8h 12,625
i Natincome {loss) (sultract ine 8h fram ng B6)  wemsssoerasne] 81 ___L.622,309
j__ Transfors te (fratm) the plan (see NSHUCHONS) eeescsesessmmmmmenss| 8]

[.ParIVE Pian Characteristics
9a( If the plan provides pension banefits, enter the applicable pension faaturs codes from the List of Plan Characterstic Codes in the Instructions:
2h 2E 27 3D

B | If the plan provides walfare benefits, enter the applicable welfare feature codes from the List of Plan Gharacteristic Codes In the instrustions;

:PHEHVE Compliance Questions .
10 During the plan year: Yoz | No Amouit
a Was thare a fallure to ransmit to the plan any participant eantributions within tha time period

described in 25 CFR 2610.3-1027 Cantinue 1o answear ™Yes” for any prior yaar failuras until fully

corracted. (e Instructions and DOL's Veluntary Fidusiary Correction Program) 108 X
b Were there any nanexsrmpt transactions with any party-in-Intarest? (Do not Include transactions

reporied on lins 10a.) 100 X
¢ Was the plan covarad by a fidelity bond? 106 | X 500,000
d  Did the plan have & Joas, whether of not rimbursed by the plan's fidelity bond, that was eaused

by fraud or dishanaaty? 10d X

& Waere any fees or commissions paid to any brokers, egents, or other parsons by an Insurance
carrier, insurance service, or other arganization that provides some or all of the benefils undar

the plan? {(Sas instructions.) 10e X
Has the plan fafled to provide any benefit when due under the plan? 10f
Did the plan have any perticipant loans? {f "ves,” enter amount 88 af year end.) weusseseseeness S—

= [

If this is an individual account plan, was there a blackout peried? (Sea instructions and 29 CFR
2520,101-3.) 10h *

i IF10h was answarad “Yes,” check the bax if you elther provided the required nollce or one of the
exceptions fo providing the notice applied under 20 CFR 2520.101.-3 10l
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Frrm £500-3F 2074 Page 3 - [ |

i Pansion Funding Compliance

11 |Is this a defined banefil plan subject te rinimum funding requirements? (If “Yea," ses Instrictions and complels Schadule
3B (Farm 5500) and lines 17a and b balow,) If this is a defined contributlen pangicn plan, lsave fine 11 blank and completa O v E] Mo

line 12 BEIGW s S— —

b PBGC missed contrbubion taporting raquiramants, If the plan is covered by PBGC and the amount reparted on lne 11a is greater than 10,
has PBGC been notified a8 required by ERISA sections 4043(e)(5) andfor 303(kK4)7 Chack the applicable box;

D Yes,

[_] Mo. Repatting was waivad under 29 GFR 4043 _25(c)(2) because contributions equal 1o or exceading the unpald mirimum requlred eanttibution
were made by the 30th day after the due date,

|:| Mg, The B0-day patiod refarenced it 29 CFR 4043.25(2)(2) hag nat vet ended, and the sponsor intends to make a contributlon aqual & or
exceading the unpald minimum required contribution by the 20th day aftar the dile date,

] Nw. Other, Provide axplanation

12 s this & defined contribution plan auhject to the minimum funding requiraments of section 412 of the Gode ar section 302 of
ERIZA? O] ve: [X] N
(If “Yes." complete line 12a or linas 12b, 120, 12d, and 12e below, as applicable.) If this iz a defined benafit pansian plan,
leave line 12 blank and complata line 11 abova,

A  if a waiver of the minimum funding standard fer a prier year |5 baing amartized in this plan year, see Instructions, and enter the date of the lattar

rullng granting he waiver LT SRR 1. s o | (3] Day Year
If you completed ling 124, complete linas 3, 9, and 10 of Schedule MB (Form 5504), and skip to line 13.
b Enter the minimum required contribution for this plan year 12k
G Enter the amount cantributed by the empleyer to the plan for the plan year 12c
d  Subtract the amaunt in fine 12¢ from the amount In line 12h. Entar the rasult {entar a minue sign to the left 12d
Of & NEQAIVE SMOUNL]  sursrissinrsisrus sus o ammsmmemnss sounsssswst sntsshatissisbhirersesrerms s som semessssse s ABE AU H MU EEE PR FHE AR R mms
& Wil the minlmurn funding amount reported an line 12d be met by the funding deadlina? [J ves[J mo ] wa

Plan Terminations and Transfoers of Assets

L [Eabtat

133 Has & resolution to terminate the plan been adopted in any plan year? [d ves [X] Mo
I *Yes," enter the amount of any plan asests that reverted to the amployer this year 13a
b Woere all the plan assets distributed ta participarts or baneficlarles, transferrad to another plan, or brought under D Yos m Nes
the control of e PEGO? _srissurseomessssmmsssmessosnss oanss susssssssezssszasesszs o semssessass e 58# 5438080 b emmmemmmme e seesoscsmmmpeasa sebeie

C 1. during this plan year, any assets or liabiliies were transferred from this plan to anather plan(s), identify the plan(z) to
which assats or liabilities were transferred. {See instructions.)

13¢(1) Name of plan(s). 13¢(2) EIN(s) 13e{3) PN(s)

Py IRS Compliance Questions

142 Does the plan satisfy the coverage and rondiserimination tests of Code segtions 41 O{b} and 481{a)(4) by combining this plan with any other plans
under the patmissive aggragation rules?  [&] Yes [ No

14b If this is a Code section 401{k) plan, check all baxas that apply to indieats how the plan is intendead to satizfy the nandiserimination requiratmerts
for emplayee deferrals and employer matehing contributions (as applicable) undar Code sections 401 (K3} and 407{m)(2).
[X] Design-based sate harbor mathad
(] "Prier yaat~ ADP test
(1 “Gurment year" ADP tast

] NiA

15 Ifthe plan sponsor ia an adepler of & pre-approved plan that recelved a favarabls IRS Opinian Lattar, anter the date of the Opinlon Lettar

08/ 30,2020 (MM/DD/YYYY) and the Oplnion Letter seral nurber Q703912a




