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: B 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
COAST PULMONARY & INTERNAL MEDICINE ASSOC. 401(K) PLAN (PN) » 001
1c Effective date of plan
01/01/2015
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) 33-0050362
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
COAST PULMONARY & INTERNAL MEDICINE ASSOC. C Sponsor's telephone number

714-545-8700

2d Business code (see instructions)

9940 TALBERT, #101
FOUNTAIN VALLEY, CA 92708 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..............cccccoeueueveieveveeeeeeeeeeeeeeeeeeean 5a 14
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 14
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

- T 5¢c(1) 4
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) 13
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 13
€ 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. 06/09/2025 VINEY SONI, M.D.

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

SIGN Filed with authorized/valid electronic signature. 06/09/2025 VINEY SONI, 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 65732 79306
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 65732 79306

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) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 6450

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 7204
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 13654
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 80
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 80
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 13574
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 2F 2J 2K 2T 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10¢ X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e 80
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).

D Design-based safe harbor method
D “Prior year” ADP test
@ “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,
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This form ia raquired fo be filed under sedtions 104 and 4065 of the Ersployes Retirement - 2024

This Parm is Open to
Public Ingpection

» Complete all entries in accordance with the inatrustione 1o the Form 5500-8F,

T

APEH

Fur ealendar plar year 2024 of Tiscal plan year heginning 01/01/2024

and ending

12/31/2024

A This return/rapet is far; @ 8 gingie-enpioyer plan

D a multiple-amployer pian {not muliemployer) (Pension plan fiers checking this box

must attach Schedule MEP. Other plans must attach a it of partisipating smployer
information in sccordange with the form instructions.;

B This returnvrapon i D the first return/report

D an anignded retumiraport
C Chack box i tilng under: E Fornt 5558 [] autornatic extension

special extension (antar deseription)
D it ihe plan is a collectively-bargalived plan, shack hare

[] the firel returniraport

T T

D & short plen yagr return/report (less than 13 mordhs)

{] DFYC program

Basic Plan Information s« anior ail requasted information

1a Name of plan
‘COAST PULMONARY & INTERNAL MEDICINE ASSOC. 401(E) PLAN

10 Three-digit pian number
(PN b oo1

1¢ Effectve date of play
01/01/261%

2a Pian sponsor's name (employar, if for a singis-amplayer plan)
afling Addrass (include moft, apt, suite ro. and srest, or B.O. Box)
City of tovin, state or province, country, and ZiP ar forelgn postal eode (if farelgn, see instructions)

CORAST PULMONARY & INTERMAL MEDICINE RSEQC.

8840 TALBERT, #¥101

t POUNTAIN VALLEY DR 92708

2b Employer idantifeation Number
(EWN) 33-0050362

8

2¢ Spansars talaohong number
{714) 545~-8700

2d Bushess code (ses Instructions)
621111

3a Plan adminietrator's name and sddress 5] Same sz Plan Sponsor

3b Adminisirators EiN

35 Administrators telephune number

If the name andfor EIN of the plan aponaor or the plan nama has changed since the last return/raport Tied.
4 LT plan, enter the plan SHONSOTs 1, EIN, 1ha Biin nama and e plan numbar fom e st 4b EiN
return/report. .
A Sponsors name 44 PN
€ Pian Naina
5a Towl number of pariicipants at the beginning of the plan year 5a 13
b Total numbar of pariieipants at tha end of the plan yesr 5b 14
a{1)  Number of paricipants with account beiances as of the Baginaing of the plan vear (en)y definad Se(1)
sontrinution plans complete this item) 4
¢{2) Numbsar of partivipants witn acuount Baianoes as of the end of the plan year {enly defined 5e(2)
contributlon plans complete this tem) 4
d{1) Total numbet of active partiipants at the baglrning of the plan year Ged(1) 13
d{2) Toral number of active participants at tha end of the plan year Bd(z) 13
s Nuftiber of participants who terminated employment during the pian year with accrued penefits that
ware kass than 100% vastad Se 0

Cautien: A penalty for the late or incomplete filing of this return/report wiil be sed uniesy ressonable cause is established,

Urnider panaitias of pedury and other panatize set forth in the instructons, | dedsrs that { have examinad this retuminepart, inciuding, if appikable, & Scheduie
BE of Beihedule MB oompleted and signed by an enrcliad sotuary, 82 weil 88 tha eeatronic versian of this retum/rapert, and to the beat of ray kniowladge and
balief, itis true, oor:yt. and comple}r.

Vimay e oo

Signaturs of plar’a ¥ nfoﬂw

VINRY SONI, M.D.
Date l.g { Q\"Lf: Brmer name of individug! signing as plan gdminisirator
~ |viney sonz, M.D, -
Date (o kﬂh,s Entar naime of individual signing as smpleyer or plan aponsor

Far Paperwork Reduction Ast Notlce, sas the instructions for Farm 5500-8F, Farm 5300-5¥F (2034)
. . v, 240314
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Formn 5500-SF 2024 Page 2
B2 Ware all of the man's assets during the dlan year invested in sligible assets? (Sea instructions. XIves Cine
b Are vou cigiming a walver of the anhual examination and report of an iIndependent nualifisd pubkic acseuntant (JGPA)
undat 29 GFR 25240104457 (Sea instructions on waivar alizibility and eanditions,) @vﬁs I:]No

G

i wou answered "No® to either Hine Sa or line 6p, the pian cannot ugs Form S500-8F and must ingieed use Form 5504,

If the plan is a dethed bonedit plan, is & coverad under the PBGC insurancs program (see ERISA seotion 4021)7
if"Yes" i checked, enter the My PAA gonfirmation number from the PBGC premium filing for this year

[ves [TINo [)not determined

. (See instrustions.)

Financlal Infermation

T F'lan A_sigi_s_i and Liakilitias {a) Beginning of Year {b) End of Yasr
& Total plan assets 65,732 78, 306
b Tote! plan fabiities g )
G Mot plan assets (subtract ne 7h faam ind 787 wwrrmei i mes el €5,732 79,506
8 Income, Expenses, atd Tranafers for tis Plan Year ] {a} Amount h) Todal
a  Contributions raceived or recelvarle from: R LT R
(1)_EmEioyers s syrmssaray 0 P S i
2) Partcipants o 6,450 S ¥
{3)_Others (haluding rodovers) 0 AT IR
B Other incorne (lose) 7,204 e
© Toiat Income {add lines Ba{1), 8a(2), 2a(3), and 8k} ety ’;"_7 A 14, 654
d  Benefits pald (ncluding diract itliovers end insurance premiums PRI = SRRy re o
to provide benefits) " 8d 0 i 7
2 _Cerlain deemea and/or coreciive distributions (cas instruclions) ./ __8e Q
f  Adminisirative sarvice providers (salsries, fees, eommigsions) el 8 aQ
§  Other exparizes & o [
B Towl expenses (sdd ines &, 82, 5f, 310 89)  wmsmensmmemeres| BN 03 ' i 8O
i Netingome (los8) (subtract ling 8h from line 82)  cusewsmsiamssmenss | Bi 13,574
Transfers to (from) the plan {sae instniclons) o] 8 0
RRIECIVE Plan Characteristics '
9a| ifthe plan provides pension benaflite, enter the applisrble pension femturs codes fmm the List of Plan Charactedstic Codes In the Inatructions:
28 2F 20 2K 2t ip
b} trthe pian provides welfare benefits, enter the applicable wekare fuature codss from the List of Plan Characienistic Cades in tha instructians;
%’:’%ﬁompliance Questions
10 During the plan year: ; Yot {No | Amount
& Was there & fallure to fransmi to the plan any participant sontributions within the time peitod
descrbed ih 29 GFR 2610.3-1027 Continue lo answser "Yes" for any prior vear faitures unti fislly
correcied. (See instuctions and DXOL's Voluntary Fiduclary Cotrection Program) ———— I [ X
b Wers there any nonexempt ransactions with any party=in-interest? (Do not include tranaacdens
rapartad on tne 10a.) 100 X
€ Was the plan covered by a fidality bord? 10e X
4 Did the pisn have s loss, whether or nut reimbursed by the plan's fidelity bond, that was caused
by fraurd or dishonasty? 10d X
£ Wars any faes or commissions pald to any brokars, sgents, ar other persons by an inauranes
gatrer, Inguranse service, or othey organization that provides sorme or all of the benams uner
the plan? (Sae instructions.) ! 1W0e | X 80
f Hag tha plan falled 1o provids any banafit wivh dus undesr the plar? 10t
g Dld the plan have any participant loans® (i "Yas." anter amatint as of year and.) PR B |
fr i thie Iz an individual gccount plan, was thera 3 blackout perdod? (Sea inctructions and 28 CFR
2820,101-3.) 1¢h X
i if 10h was answered “Yes,” check the box if you &ithier provided the required nitice or one of the
axpaptions to providing the rotlce applied under 28 CFR 2520.101-3 5 104
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Form 5500-SF 2024 Page3-[ ]

11 Is this 2 definad benefi: plan sublect ts minimurm funding fequitements? (If “Yes,” 2es Instrustions and complete Schedule i
S8 (Form 5500) and lires 11a and b befow.) If this Is & defined uontrlbumn pansion pian isave lins 11 bHenk arnd complete T ves [ Mo
ling 12 DEIOW _vooesesrpyss LCALTIERMATOLIN 13 (Vg bur msnsagrassasasam ssy sz T T T " -

A, Erter the unpaid minimuwm regulred confributiona for &l years from Schedulz 8B (Form 5500) ing 40 e iia l

h PBGC missed contribution raporting requirements, If the plan iz covered by PBGC and the amount reported on lins 112 Iz graster than %0,
Nag PBEC boen natified as requlired by ERISA setions 4043(c X5) ardior 203(k)i)? Sheck the applicable box;

] Yes.
(L] No. Reporting wes waived under 20 CFR 4043,25(c)(2) bacsusa sonfributions equal to or sxteeding the unpaid minrout required contribution
were mada by the 30th day after the due date,

{1 Mo. The 30-cay period refananced in 29 CFR 4043.28(¢)(2) has not vet ended, and the eponcar intends to make a contribution equa! to or
exceading tha unpaki minimurn required conribution by the 30th day after the due date.

[ No. Dther. Provida explanation

12 is this a definad contribution plan subject to the minimum funding reguiremsnts of section 412 of the Code or sestion 302 of
ERISAT ] ves [ Ne
(M "vas," complete line 12a or lines 12b, 120, 12d, and 12a below, 8s applicable,) fthisisa uaﬂned benafit pansion plan,
teave line 12 blank and aomplats ling 11 gbove.

a If g waiver of the minimum funding standagt f2r a prior year ia being amorizad in this plan vaar, ses nsiruciions. and entar the dats of the leter

ieding granting the walver Month Day Year
'f you complated ling 12a, complete llneg__L ) ami 10 of Schedule MB (Form 5500, &nd skip to line 13,
b Enter the minimum required contelbution for this piarn yaar. 12b
¢ Entar the amount confrivuted by the amplayer to the plan for the plan year t12c
o Subtract the amaunt in ling 12¢ from the amount 4 fine 12b, Enter the result (enter & rinus sign to the lett 12d
of 8 negative amount) _ vimees o ot 1B A0 AL a0 1S HE SR B A R SV S BRI
e Will tha minkmum funding amount raperted on lind 12d ba met by the funding daadiine? 3 ves 77 Mo ] wa

Plan Terminations and Transfors of Assots

13a Hay a resclution to terminate the plan baan adapted In any plan year? 1 ves [X] No
If "Yes," enter the amount of any plan assets that raverted o the employer this year 133
b Wore all the plan assets distibutad {0 panticipante or benaficlarles, transferred to anatnar plan, or brought under {3 ves T Mo
ihe C-Um,rm of the PRGC? TS RTINS MW AR BN ERI T1 SRR F S AL I kb skt gl s s .

¢ If, during this plan year, any assets or labiities wera transfarrag from this plan to another plan{s}, identity the pian(s) to
which asgets oc labllitles ware transfarred, (See instructions.)

13c(1) Name of plan(s); 130(2) EIN(s) 13c(3) PN(s)

RS Compliance Guestions

14a Does tha plan satisfy the coverage and nondiscrimination tesie of Cote sections 410(b) and 451{aX4) by sornbining this plan with any other plans
undec the permissive agnnagatpn rules?  [Tves XNo

14b iftiis Is 2 Code section 401(K) plan, check all boxes that apply b indicats haw the plan 16 intended to satisfy te nondlssrimination requiremants
for employee deferrals and employer matching contriolions (as applicable) under Cede sections 401(k)(3] and 401(mH2).
Desigr-based safe harboy mathod
% "Pror yaar* ADP tost
% “Cutrent year® ADPsst
N/A

15 Itthe plan sponsor s & adogter of & pre-approved plan thal received a favorable IRS Gpinion Letter, enter the date of the Opinion Letter

__REi3nipo2l  (MMODAYYYY) and the Dpinian Letter serial number  QIN37208
— 3 : ‘




