Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Partl | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024

A This return/report is for: @ a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans must attach a list of participating employer
information in accordance with the form instructions.)

B This return/report is D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
DELTA PEDIATRICS LLC 401K PLAN PN) D 001
1c Effective date of plan
01/01/2014
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) 90-0644666
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
DELTA PEDIATRICS LLC 2c Sponsor’s telephone number

678-765-6749

2d Business code (see instructions)

3966-B SOUTH BOGAN RD. NE
BUFORD, GA 30519 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 S
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 4
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 5
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 4
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 4
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 06/02/2025 EMMANUEL MORDI

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

SIGN Filed with authorized/valid electronic signature. 06/02/2025 EMMANUEL MORDI

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
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6a

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

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

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

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 690003 772083
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 690003 772083

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) 50965

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 49000

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 22728
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 122693
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 40613
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 40613
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 82080
j Transfers to (from) the plan (see instructions) 8j 0

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 23 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 40000
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_ Q703729A,




Form 5500-SF ShortForm Annual Return/Report of Small Emplovee OME Nos. :';‘122;;2
e | Benefit Plan
e Thes form 15 reauired te be Rled under sections 104 and 4065 of the Emplovea Ratirement 2024

income Secunty Act of 1874 (ERISAL and section G0ST7(h) and 6058(a) of the Internal
Revenue Code (the Code).

This Form is Qpan to
Pubiic Inspeetion

o ) | » Gomplete all entries in accordance with the instrustions to the Ferm BEQO-SF,
{Partt| Annual Report ldentification information

- awraa plan year 2024 of fiscal plan year beginming 61/01/2024 and ending 12/31/2024
A T retumieport s for @ a singie~employer plan D a muitiple-emptoyer plan (not multiempioyer) (Pension pian fllers checking this hox
must attach Schedule MEP, Other plans must attach a list of participating employer
information in accordance with the form instructions.}
B s etumdreport s D the first returnfrepon D the final return/report
a an amended returnfreport D a shoit plan year returnirepart (less than 12 months)
C Chagk box o fling under Form 5558 D automatic extension D DFVC program
speciat exiension (anter description)
D i the ptan s a collectively-bargained plan, check here >
E if this s a retroactively adopted plan permitted by SECURE Act section 201, check hare rctipassimmterss P
{Partll|_ Basic Plan Information - enter all requested information
1a Nameof plan 1b Three-digit plan number 001
Delta Pediatrics LLC 401k Plan (PN} P
4¢ Effective date of plan
01/01/2014
23 Bian sponsor's name (employer, if for a single-employer plan) 2b Empioyer Identification Number
raaling Address {include raom. apt., suite ne. and sireet, or P.C. Box} {FIN} 90-0644666
City of town, state of province, country, and ZIP or foreign postal code (if foreign, see instructions)
bDelta Pediatrics LLC 2c Sponsars telephone number
(678) 765-6749
2¢d Business code (sea instructions)
31965-8 Scuih Bogan Rd. NE 621111
o3 Buford GA 30519
3a  Plan admmistiators name and address [ Same as Plan Sponsor 3b Administrator’s EIN
3¢ Administrator's telephone number
4  lfihe name andlor EIN of the plan spansef of the plan name has changed since the last return/report filed Ab EIN
for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the tast
retura/report. ;
a Sponsor's name 44 PN
¢ Plan Name
Ba Tolal number of participants at the beginning of the plan year * 5a 5
b Tota! number of participants at the end of the plan year Eb 4
c{1) Number of participants with account balances as of the baginning of the plan year {only defined Be(1)
contribution plans comptete this item) 5
¢{2) Number of participants with account nalances.as of the end of the plan year {only defined 5e(2)
contribution plans complete this lem} 4
d{1) Total number of active participants at the beginning of the plan year 5d{1) F
d(2) Totat number of active participdnts at the end of the plan year : Bd(2) P
Nember of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested e 0
Caution: A penalty for the late or incomplats filing of this refurn/raport will be assessed unless reasonabie cause is established,
Urdler penaltios of perjury and other panaltias set forth in the nstructions, | declare that { have examined s returmdreport, induding, if spplicable, a Schedule
SB or Schedule MB complejed and sigied by an enrolled sctuary. as well as the slactronic version of this raturreport, and o The best of my knowledge and |
beiiet, it is trua, correct, and te.
X e ‘\
) L
( AV\ L\ Y é 2—! .yﬁ “-:1!\"\\'&'1&\{\'41__0 y}md i
Signaturs of plx;@m{ﬁstra jor Date Enter niame of individual signing as plan administrator
A0 A B o | Cpanpnupd. NASAN)
Slgnature of 'mﬂ}‘ql\ﬁ'{’m SM Da‘@ ’ “ Enter narne of individual signing as employer or ple:n sponsor
For Paperwork Reduction Act Notioe, see tha instructions for Form 8800-SF. . Form 5500-GF {2024}

’ : v. 240311




niid Page 2

Ga waore al of the plar's assels during the plan vear invested in eligible assats? (See | instruetions. Bives [TiNo
B Ase you claiming & waiver of the annual examinalion and report of an independent qualified pubiic accountant (IOPA) k |
unoer Y0 CFR 2520, 104-467 (See instructions on waiver efigibility and conditions.} Elves [iNo
if you answered "No” to either lina 6a or lina b, the plan cannot use Form 8800-SF and must frrstead ugs Form 5800,
¢ ifthe plan is a defined benefil plan, is it covered unders the PBGC insurance program (see ERISA sec:tion 4021)? ' {:] Yes DNG [(INat detarmined
£ e is checked, enter the My PAA confirmation number from the PBGC premium fillng far this year . . {See instructions.)
| partili{ Financial Information : . P
7 Plan Assels and Liabilities , (a} Beg!nning of anr {b} End of Year
A Totalplan assels e Ta 690 00,3 772,083
b Tolal plan liabifities i o 0
€ Nelplan assets {subtract ine 70 from line 7a)  wuwcmnsseimons 7o 690,003 772,083
8  income. Expenses, and Transters for this Plan Year = {a} Amount {b) Total
A Coniributions raceived or recelvable from: N i
(1} EmploYars wouom - 50,968
{2y Parugipants 49,000
{3) Others {including rollovers) : )
b Other income (05s) s 222,728 -
C  Totalincome (add fines Ba(l), 8a(2), 8a(3),and 80) . rwmwsssen| 80 S, 122,693
d Benefits paid {including direct roflovers and insurance premiums . LT e i
1o provide bensefits) .« Bd 40,613
€ Cerain deemed ancfor corrective distributions {see instructions)  «. Ba o
§  Administrative service providers (salares, feas, COMMISRIONS) e at B ' . Q
g Other expenses 8 R I -
h  Tolal expenses (dd lines Bd, Be, 8f, and 8G) e VRO B ) o . 40,613
i Netincome {Joss) (sublract line 8h from e 80) = weesurmmsussmeiumisisnsy 8 az,080
i Transfers to (from) the plan (see instructions) Se—— R ! | 0

|'partIV.| Plan Characteristics ) L.
9a| If the plan provides pension benefits, enter the applicable pension feature codas from the List of Plan Characieristic Codes In u}é insbuciions,. L
Z2E 23 3P : o . _
b | If the plan provides welfare beneﬁts enier the applicable weltare feature codes from the List of Pian Characteriaﬁc Codes in the Ins‘lruetiqas} ~ i
: Compliance Quesuons s e ) '4 L ] _’ 7 =
10 Dunng the planyear, -y o menoain i : Yos o .amount... ...
a  Was there a failure to transmit to the pf»an aax pariic{pant cont‘rlbuﬁnns within the ime period C
descsibed in 29 CFR 2510 31027 Conﬂnuesto ‘answer “Yag" for-any prior-year fafures untit {u}ly;-'s- o . S
corrected. {Sea Instructions and. DOLs Voldntary.Fiduciary Correction.-Program; .. st i0at. | X
b Were there any nonexempt transamuns wjth any party-in-interest? (Do not Iac!ude lransadions K
reparted on line 10a.} . ‘ arsssie sescren i : Viﬁh . X
C Was the plan cavered by a fidelity bond? ssdummrysraretsistnts spsssias TRAL R N . 40,000
d Did the pian have a loss; whether ornet reimbursad bythe plan's fbda!tty bond that was cauaed ] 7
by fraud or dishonesty?. hssrsagsegranpere - w1, ROV I !
@ Were any fees of commissions. peid o my b’mmn, aqanfa,, or other persons by an lnsuranoe
catvier, insurance setvice, of ather organizatfon that provides aame of afi of the benefits lnder . 1.
the plan? (See Instructions.},, » W cpinassmtastatermsntian riss iGe X
{ Has the plan falled o pravide any bﬂzeﬁt wheﬂ due undar Lhe pian? oo 10f X
g Didthe pian haVe any parficipant toans? {if "fes " arder amount as of year and; ) roremmnsesitiasian | 108
i i this is an Individual acmunt plan was there a b{ackout period? (See Instructions and 28 CFR
Ty 28204013 et et J10h X
i I 10 was answered =Yes,* check the box Ifyou eﬂher pmvided the Muimd nutk:e or ane of the
o Wmmmmmwmumrzscmzszom 3 : 10571

e oay e r
P B
PR
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r?art vi i Pension Funding Compliance
11 1 ws a defined penefit pian subject lo minimum funding requirements? (if "Yes," see instructions and complate Schadule
SB (Form 35007 and Bnes 11a and b below.} if this s a defined contribution pension plan, eave Tine 11 blank and complete [ es & wNo
BAE 1D DO srssnesssitossseeie 47444mmmsisatsaaasnazenntsssinn o vane snses :

a. Eer e unpald mnimum required centriputions for all years from Schedule S8 (Form 5500} line 40 ravesase 1 1ia l
b PBGC missed comribution reperting requiraments. If the plan s covered by PBGC and the amount reported an line 11ais greater than 30,
nas PRGC heen notifed as required by ERISA sections 4043(c)(5) andfor 303(k}(4)7 Check the applicable box:

E} Yas

(77 No. Reperting was waived under 28 CFR 4043.25(cH{2) because contributions equal to or exceeding the unpaid minimum required contribution
wers mads by the 30th day after the due date.

[ Mo The 30-gay period referenced in 29 CFR 4043 25(c)(2) has not yet ended, and the spensor intends to make a contribution equal to or
sxceading the unpald minimum required contribution by the 30th day after the due date.

[ No. Other. Provide explanation

12 s this 3 defined confribution plan subject 1o the minimum tunding requirements of section 412 ofthe Coda or section 302 of

ERISA?
j1f"es," complete line 12a or lines 12b, 12c, 12d, and 12e below, as appiicable.) if this is a defined benefit pension plan,

teave line 12 blank and complete fine 11 above.

1 Yes No

@ i 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
nihing granting the waiver - - - Month Day Yeaar

if you complsted line 123, completo lines 3, 9, and 10 of Schoduls MB (Ferm B800), and skip to ling 13.

B Enter the minimum required contribution for this plan year. i2b

©  Enter the amount contributed by the employer to the plan for the plan yeéar 12e

d  Subtract the amount in line 12¢ from the amount in tine 12b. Enter the result (entar & minus sign to the left 124
of a negative amount) o - o —— " S

o Wil the minirmum funding amount reported on fine 12d ba met by the funding deadline? . 1 ves T Ne [ A

: Plan Terminations and Transfers of Assets
13a Has a resoiution to terminate the plan been adopted in any plan year? . [ ves [X] Mo

If "¥as.” enter the amount of any plan assais ihat reverted to the employer this year 132

B Were ali the plan assets distributed to participants or nenaficiaries, transferted 1o another plan, or brought under 3 Yes [E] WNo

the cantrol of the PBGC? s T
C If, during this plan year, any assels or liahilities were transferred from this plan to another plan(s). identity the plan(s) to

which assets o liabiliies wera tmansferred. (See instructions.)

T30(1) Name of plan(s): 130(2) EIN(s) 130(3) PN(s)

IRS Compliance Questions

144 Does he pian saiisfy the coverags 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 [X]No

14D 1 this is a Code section 401(k) plan, check all boxas that apply to indicate how the plan is intended to salisfy the nondiserimination requiremants
for employes deferrals and employer matching contributions {as applicable) under Code sections 401(k){3) and 404(m¥2).
X} Design-based safe harbor mathod
] Prior year" ADP test,
7] “cumrent yaar ADP.tast

TIna

1B I the plan sponsor ls an adopter-of a pre-approved plan that received a favorable IRS Opinion Letter, entef the date of the Opinion Letter

06/30/ 2020 {MWDD/YYYY) and the Opinian Laiter sarial numbar 97037294 . -

4



