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
WEST VALLEY ENDOCRINOLOGY 401(K) PROFIT SHARING PLAN (PN) > 001
1c Effective date of plan
01/01/2020
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) 82-2123099
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
WEST VALLEY ENDOCRINOLOGY, DIABETES, AND METABOLISM CENTER, LLC C Sponsor's telephone number

623-398-2222

2d Business code (see instructions)
3000 N. LITCHFIELD ROAD
SUITE 120 621111
GOODYEAR, AZ 85395

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 9
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 10
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 9
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) 10
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 7
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 6
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 1

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

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

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

SIGN Filed with authorized/valid electronic signature. 06/23/2025 RAHULA KOCHAR
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

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

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 372264 486764
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 372264 486764

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) 14169

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 58749

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 49414
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 122332
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 905
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 6927
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 7832
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 114500
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 2K 2F 2G 2R 3D 3H
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount

a Was there a failure to transmit to the plan any participant contributions within the time period

described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully

corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10¢ X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance

carrier, insurance service, or other organization that provides some or all of the benefits under X

the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3.) oo 10h X

If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)

Page 3-| 1

Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

|11a|

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

were made by the 30th day after the due date.

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

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

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

the permissive aggregation rules?[ ] Yes [{ No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

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

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703912A




Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

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

OMB Nos. 1210-0110
1210-0089

2024

This Form is Open to
Public Inspection

| Part | | Annual Report Identification Information

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

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 Dthe final return/report

D an amended return/report

C Check box if filing under: D Form 5558

D special extension (enter description)

D automatic extension

D Ifthe plan is a collectively-bargained plan, CheCk here ..............c.cvovecueueeeeeeeeeeeeeeeee e

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

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

D DFVC program

Part Il | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan number
West Valley Endocrinology 401(k) Profit Sharing Plan (PN) » 001
1c Effective date of plan
01/01/2020
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) 82-2123099
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2c Sponsor’s telephone number

West Valley Endocrinology, Diabetes, and Metabolism Center, LLC

623-398-2222

3000 N. Litchfield Road 2d Business code (see instructions)
Suite 120
Goodyear AZ 85395 621111

3a Plan administrator's name and address [X| 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.............ccccveueveveeevecececeeeeeeeeeee e 5a
b Total number of participants at the end of the Plan YEar.............ccceueveveeevceeeeeeeeeeeeeeee e 5b 10
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined 5¢c(1
o R C( ) 9
contribution plans complete this iteM) ...........oooiiiiiiie e
c(2) Number of participants with account balances as of the end of the plan year (only defined 5¢(2
ber ¢ co c(2) 10
contribution plans complete this iteM) ..........ooi e
d(1) Total number of active participants at the beginning of the plan year................c.coccooooroieirereeeen 5d(1)
d(2) Total number of active participants at the end of the plan year...............coooiiiiiie 5d(2) 6
€ Number of participants who terminated employment during the plan year with accrued benefits that 5
o e 1
were |ess than 100% VESTEA. ... .ottt e e

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 E/_Q L A pr 6/23/25 Rahula Kochar
HERE . VETUST L - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . L L
Slgnature 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



Rahula Kochar
6/23/25


Form 5500-SF (2024) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See inStructions.)...........ccccoeveevieniiiinieiiieeeee

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

Yes D No
Yes D No

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7? ...... 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.)

[ Part lll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 372,264 486,764
b Total plan liabilities................cccoooovueverereeeeeeeeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a).............................. 7c 372,264 486,764
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS oveoevoeeeeseereeeeeseceeennesenseeeensecenseeeesnce 8a(1) 14,169
(2) PartiCIDANTS. ....o..ovooeoeeeeeeeeeeeeeeeeee oo 8a(2) 58,749
(3) Others (including rolloOVers)............ccuuveecieeeeiieeeieeeeeeeee 8a(3)
b Otherincome (10SS)...........c.ooovueveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeen. 8b 49,414
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 122,332
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide beNEfits)........ccuiiiiiiiiiiiiiiiiee 8d 905
€ Certain deemed and/or corrective distributions (see instructions). 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 6,927
9 Other eXpenses..........ooooviiiiiiiiii 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g)................cc............ 8h 7,832
i Netincome (loss) (subtract line 8h from line 8c)............................ 8i 114,500
j Transfers to (from) the plan (see instructions) ............ccccoeviieneen. 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 2K 2F 2G 2R 3D 3H
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)..............c.c.c...... 10a X

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO.)......couiiiiiiiiiiiiei ettt aneea 10b X

C Was the plan covered by a fidelity bONA? ............coiuiiiiiiiiiicccc e 10¢c X

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY FFAUGA OF GISHONESLY? -vvvvvvvooeoeeeeeeeeeeoe oo eeeeeeeee e eeeeeeeeeseeseeseeeeeeseeeeeeeeeeeeeeeseeeeeeseeeeeeeeeees 10d X

€ 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? (S INSITUCHIONS. ) ......ccuuiiiiiiiiiii e 10e

f Has the plan failed to provide any benefit when due under the plan? ...........ccococcevveevveeeieeennen. 10f

g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ......................... 10g

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3) oo eeeeeeeeeeee e eeeeeeeeeeeeeeeeeeeeseeeee e eeeeeeeeee oo eesseee e eeeeeeeeee e eeeeeseeeeenen 10h X

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........ccceeiieiieiiieiieeieeseeee 10i




Form 5500-SF (2024) Page 3-

Part VI | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ................... | 11a |

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

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

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
D 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
B RIS A ettt E e h bbb a £ R R £ e R k£ AR b E e a £ R e R e R e £ e £ h £ b€ e h e bR e R R e R et bR eh bttt e
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave D Yes No
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 WaAIVET. ....coueiiiiiiii ettt e ettt e e sat et e ees e e e sateeeesat et e ebeeeesnteeesaneeeeanbeessnres 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 YEAI ............ccceeveveverieeeeeeeeeeeeeee e e ereee e 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccocoviiiiiiiiiiiieiice 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 GIMOUNT) ..ttt ettt ettt ettt es bt et e e st ees st e sh e e eateesh e e oa e et e e eh st eas £ e bt e ean e e shbeeateebeeaat e et eessneebeesbnesnns

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?............ccooceeeviiiiiiieninen. D Yes D No D N/A

Part VIl | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted iN @NY PIAN YEAI? ...........c.ouiveeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e D Yes No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............ccccccoovevviiiininnnnns 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the I:I Yes No
Jolel gl Ie) g TN o =T O P PPTPPP

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.)

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

| Part VIIl | 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 [X 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

[] N

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 @703912a




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
West Valley Endocrinology 401(k) Profit Sharing Plan plan number (PN) » 001

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

West Valley Endocrinology, Diabetes, and Metabolism Center, LLC

D Employer Identification Number (EIN)

82-2123099

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Transamerica Life Insurance Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EN code identification number persons covered at end of (f) From (g) To
policy or contract year
39-0989781 86231 810750-000 10 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

193

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Trusted Pension Administrators

PO Box 163
Chino Valley AZ 86323
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

193

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page 2 —

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)

(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Partll | Investment and Annuity

Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ................cccooveverevrrerererennnans 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoevvvevrrerererersnennne. 5 480,155
6 Contracts With Allocated Funds:
a State the basis of premium rates »
D Premiums PAId t0 CAITIET ...ttt ettt en e 6b
C  Premiums due but unpaid at the end of the year 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter @mMOUNt. ............c.oiiiiiii i e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 14 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: %) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) [X| other PStable Value Option
b Balance at the end of the PreVIOUS YOI ...............o.oiooooooooiooeeoeeeeeeeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 7b 170
C  Additions: (1) Contributions deposited during the year ...............cc.coccovue...... 7c(1)
(2) DIVIAENAS AN CrEAItS ... 7¢(2)
(3) Interest credited during the Year ............cc.ccceueveuevereveeeeeeeece e 7¢(3) 2
(4) Transferred from separate aCCOUNL...............ccoveveeeeeeereeeesereeeeereenenn 7c(4) 63
(5) Other (SPECITY BEIOW) .........oeoeeeeeeeeeeeeeeeeeeeeeeeee e 7c(5) 1,953
PEBA Credits
(B)TOLAI @AGHIONS ...t e et e e et ee et e s e e e s e eeneeeneeee 7¢(6) 2,018
d Total of balance and additions (add liNES 7b @ANA 7C(B)). ........c.cvevrvrrreereeereeeeeereeeeeeeeeeeeeeeeseseseee s ieneseennesnenesens 7d 2,188
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier ............ooovoeveoeeeeeeeeeeeeeeeeeen 7¢e(2) 11
(3) Transferred to separate account .| 7e(3)
(4) Other (SPECIFY DEIOW) .........vuveeeceececeeeeeeeeeae e eeeeee e 7e(4) 1,883
PFee for Service
(5) TOUAI EAUCHONS ...ttt s e e es s eeestes s eeeesee s ee e eneeees 7¢(5) 1,894
f Balance at the end of the current year (subtract line 7€(5) from ine 7d) ................cocooovovovoiiiieeeeeeeeieeeeeen 7f 294
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Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental C D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt reCEIVEM ........ccovuiuiriiieiriieiiereeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...............ccceeeevereerennen. 9a(2)
(3) Increase (decrease) in unearned premium reserve ..............ccooveeevn... 9a(3)
Y NG RN 7 T ) W | 9a(4)
b Benefit charges (1) Claims paid..........cccouecuevcuevreeeeereeeeeeeeeeeeeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccceveeeeeeeeeeeeeeeeeeeenn 9b(2)
(3) Incurred claims (dd (1) NG (2))...oeeverieeeeieteieee ettt ettt e st ae e sese s ese s esese s eseseeseneeseseseesenan 9b(3)
(4) ClAIMS CRAIGEA .....veveeeeeeeeeete ettt ettt e et e e e te et e et et e e eseeteeseeese et e eseesesessesesseasensenseseesesaessensenessensens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ...ttt es e es e eeeeeseaeneas 9¢c(1)(A)
(B) Administrative service or other fees...........cccoceevreeiriieeiieeieenne 9¢c(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OthEr EXPENSES ....vecveeeeeeeeeeeteeteeeeeete et eete e eeaeeae et e e eaesaeeneenes 9¢(1)(D)
(E) TAXES wveevreeeeeereeeeeeeeeeeeeeeeeseeeseeeeessesseeseeseseseesseeeesesesseeseseneeesesseenes 9¢(1)(E)
(F) Charges for risks or other contingencies...............cccccccuevurvrueene. 9c(1)(F)
(G) Other retention ChArgES ............ooviveveeeeeeeeeeeeeeseseesenseseenes 9¢c(1)(G)
(H) TOtAI FEENMTION ...ttt ettt ettt e et et et eeese et es e e et ess et ese e eeeseesete e sesneesnenaeas 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were I:I paid in cash, or D credited.).....c.cceunenene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM FESEIVES .....eieiieiieuietieteeeee et eteeteete st eseeaeeteseeseeseeseaeesseseeneaaeese s eneeseeseesess e s eneeseeseesenseneeseeseaseseeneeneaseasens 9d(2)
(B) OUNET TESEIVES .......vevieieeeieteeeeeteet ettt ettt ettt et se s e s e se et et et e s ese st e s ese et ese s e b ese s ese s et ese et et et et ese s eseseesenis 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......cccoceviiiiiiinnnne 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CarTier...........coouiiiiiiiiiiiie s 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount....................c...... 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes |:| No

12 If the answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

This schedule is required to be filed under section 104 of the Employee

DFE/Participating Plan Information

OMB No. 1210-0110

Retirement Income Security Act of 1974 (ERISA). 2024

» File as an attachment to Form 5500.

This Form is Open to Public

Inspection.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
West Valley Endocrinology 401(k) Profit Sharing Plan plan number (PN) » 001
C Plan or DFE sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
West Valley Endocrinology, Diabetes, and Metabolism Center, LLC 82-2123099

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)

(Complete as many entries as needed to report all interests in DFEs)

a Name of MTIA, CCT, PSA, or 103-12 IE:American Century Small Cap Growth

b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

C EIN-PN 39-0989781 001

d Entity
code

@ Dollar value of interest in MTIA, CCT, PSA, or

P 103-12 IE at end of year (see instructions) 115

a Name of MTIA, CCT, PSA, or 103-12 IE:Columbia Dividend Income Ret Opt

b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

Cc EIN-PN 39-0989781 028

d Entity
code

€@ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions) 494

P

a Name of MTIA, CCT, PSA, or 103-12 IE: DFA Inflation-Protected Sec

b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

C EIN-PN 39-0989781 526

d Entity
code

P €@ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions) 23

a Name of MTIA, CCT, PSA, or 103-12 IE: Fidelity Adv Growth Opp

b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

C EIN-PN 39-0989781 001

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or

P 103-12 IE at end of year (see instructions) 47

a Name of MTIA, CCT, PSA, or 103-12 IE:Fidelity Adv Intl Cap App

b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

C EIN-PN 39-0989781 203

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions) 198

a Name of MTIA, CCT, PSA, or 103-12 IE:Franklin Small Cap Value Ret

b Name of sponsor of entity listed in (a)Transamerica Life Insurance Company

C EIN-PN 39-0989781 035

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or

P 103-12 IE at end of year (see instructions) 392

a Name of MTIA, CCT, PSA, or 103-12 IE:Janus Henderson Balanced Ret

b Name of sponsor of entity listed in (a)Transamerica Life Insurance Company

d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0983781 861 code F 103-12 IE at end of year (see instructions) 69
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule D (Form 5500) 2024

v. 240311
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Name of MTIA, CCT, PSA, or 103-12 [E:MFS Inter Diver Ret

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 33-0989781 124 code 103-12 IE at end of year (see instructions)

433

Name of MTIA, CCT, PSA, or 103-12 [E:Neuberger Berman Real Estate

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781 935 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions) 86

Name of MTIA, CCT, PSA, or 103-12 IE:PGIM Total Return Bd Ret

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781 902 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions) 114

Name of MTIA, CCT, PSA, or 103-12 IE:TransAmerica LifeGoal 2060

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781 822 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions) 28,714

Name of MTIA, CCT, PSA, or 103-12 |IE: TransAmerica Stable Value

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

) 39-0989781 000 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN code 103-12 IE at end of year (see instructions) 89

Name of MTIA, CCT, PSA, or 103-12 IE: JPMorganlrg Cap Gr

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781 001 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions) 94

Name of MTIA, CCT, PSA, or 103-12 IE:TransAmerica LifeGoal 2045

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781 001 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions) 438,259

Name of MTIA, CCT, PSA, or 103-12 I[E: TransAmerica LifeGoal 2055

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781 001 d Entity P €@ Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions) 11,030

Name of MTIA, CCT, PSA, or 103-12 IE:T Rowe Price Growth Stock

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781 001 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions) 24

Name of MTIA, CCT, PSA, or 103-12 [E:T Rowe Price Int Discovery

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity P € Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 39-0989781 001 code 103-12 |E at end of year (see instructions) 65




Schedule D (Form 5500) 2024

Page 3 - |:|

Part Il | Information on Participating Plans (to be completed by DFEs, other than DCGs)

(Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.)

[V

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




