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
CAPITAL ORAL AND MAXILLOFACIAL SURGERY, P.A. 401(K) PROFIT SHARING PLAN (PN) > 001
1c Effective date of plan
01/01/2008
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) 47-0927868
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
CAPITAL ORAL AND MAXILLOFACIAL SURGERY, P.A. C Sponsor's telephone number
512-989-7855
15901 CENTRAL COMMERCE DRIVE 2d Business code (see instructions)
BUILDING 6, UNIT 601
PFLUGERVILLE, TX 78660 621210
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 6
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

- 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)
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. 07/07/2025 MARC SMITH
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 726385 723998
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 354
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 726385 723644

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) 7991

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 25587

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 64268
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 97846
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 93528
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 7059
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 100587
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -2741
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:
2E 23 2K 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 50000
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




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 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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5129897859 Dr. Marc Smith PAGE B2/P4
. L ! — ‘ ‘
Short Form Annuat Return/Repart of Small Employee OMEB Nos, 12300110
B Benefit Pla ——
This form ls reguired forbe filad under sactlons 104 and 4085 of e Employes Ratirement 2024

Income Security ,Acﬁ'cvf 1674 (ERtSA), and sections G0BT(b) and £088(a) of the Intamal
Ravenus Code (the Code),

x‘

Pension Benefit Gyarnty Corperation

¥ Compleis all nnlriaa In accordance with the mstruct!nns to the Form 5500-8F.

This Form {s Opan to.
Public Inapection

[ Partt ] Annual Report Identification Information

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

and ending

12/31/2024

A This return/report is for: @ a single-employer ;;Jla‘n:

m the first returnireport :

D'thﬂ final returnfreport
] an amended retumireport

B This retun/report is

G Check box if filing under: D Form 5558 D automatic extension

[] speci extansion (enlar deﬁcﬁptim)
i the plan is a collectively-bargained plan, check hare ..,

=

NN iE AR RL A EEAN S AREA jERE I N AL RA Saimm A a tn amnan

[} short pian yoer returatrapart gess than 12.montns)

D DFVC program

‘,., .
. [

D a muitipl@-amp!oyer plan (not multismployer) (Pansion Plan filers chacking this box

st attach Schedutle MEP. Other plans must attach & listof partiglpating employer
information in aceerdance with tha foirm instrictions.)

Bl f thiz is a melroactively adoptad phan petmittad by SECURE Act aection 201, chack hers..
[ Parti’ ] Basic Plan Information—enter a1 raquestad information

T& Name of plan

Capital Oral and Maxillofacial Surgery,
Sharing FPlan

F.A. 401 (k) Profit

1bh  Thiea-digh plan sumber
(PN} ¥

001

1 Effective date.of plan
01/01/2008

Plan sponsor's name {empioyer, if fora smgle»ernp]oyer plan)

Mailing address {include reom, apt., suite no. and street, or P.O. Box)

City ot fown, stals or provines, ceynity, and 2P or foraign postat code (if foreign, see inmméﬁnhs)
Capital Oral and Maxillofacial Surgery, F.A.

15901 CENTRAL COMMERCE DRIVE
BUILDING &, UNIT 601

Pflugerville TX 7BE60

2b Employer identification Numbar (EIN)

47-0927868

2¢ Sponkat's telaphane ke

512-989-7855

2d Buginess code (See instriictions)

621210

Plan administrator’s hatme and address @ Same as Plan Sponsor.

3b Administrators EIN

3¢ Administretor's tetaphitrie fumbet

@ name and/or of the plan sponszor or the plan name has changed slhee the kst returnirepoit, |
4 [fth d/or EiN of the pt the plan has changed singe the last returnireport. | 4B EIN
filed for this plan, enter the plan sponsor's name, EIN; the plan hame and the plan number from the
fast raturnireport. 4d PN
8 Sponsor's name
G Plan Name
a Total number of participants at the heginning of the pilan L PN 5a
b Total number of participants at the end of the plan year... " . Sb
P
(1} Number of participants with account balances.as of: the beg:nmng of tha plan year {:mly dﬂﬂnad 5o(1) 4
gontiibution plans complete this jlem) .., PRSI ‘ _ .
£(2) Number of parlicipants with agcount balances &S Df the end Df the pian year (only daﬂnad Eo(2
‘ (2} 4
contripution plans complete this Bem) gy g s b e e T =
(1) Total number of active pariicipants at the beginning of fa plan year. . 5d(1)
(2) Total number of activa paricipants at the end of the plan year... » wrenay 5d(2)
e Number of participants who terminated amployment during the ptaﬂ year wrth acurued benet‘ ta tha‘n Se 9
were less than 100% vested . . e

Gaution: A penaity for tha 1ate or !ncomplnte ﬂllnﬂ 'ﬂf thls ratum!regort will hw as B

] unlﬂss masombla cause 1z ostablished.

%H or Schedule MB completad and g
e _____-d'

nder penalties of perjury and other panaities set forth In the inatructions, 4 daclare that | have examined this retum/repolt, including, if applicable, o Schedule
1 by an anrollad ac:tuary, agwoll as the eleetmmc version of this ratumfrapnn and to the best of my knowiedge and

7/'7/Ls’

Mare Smlth

Signature of plarf;lr'.!ministmmr Date Enter name of individusl sighing as-plan adminiatrator
Signature of emplﬂyerlp!ap SpONSor Uaté - Enter name of individuat slaning as amplﬂye.r or pian spensor

" Hor Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF.

Form 5500-5F (2024}

v 280371
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Form 5500-SF (2024) i - Page 2

Waere all of the plan’s assets during the plan year invested In afigible aseete? (Sae instructions Y. ... j Yes D No |

Are you alatming & walver of tha anjual axamination and report of an independent qualiﬂed pub!ia: ac:muntant (IQPA) .
under 29 GFR 2520.104-467 (See Instiictlons on walver sligitfiity and conditions.).... [ yes [] no

If you answerad "No” 1o aither llnla €a or Iine Bb, the pian cannot uge Form 55no SF ann mum insmad use Form 5500
if the plan is & defined benafit plan, & I cavered under the PRGC insurance progran {see ERISA sedlion 4021)7F ... D Yoo D Mo [j Mat; dﬁtarmlned
If "Yeou" is chacked, enter the My F'AA confirmation number from the PBGC. premium fling forthis planyear . (S8e instictions.)

Financial lnfnrmatlun

7 F‘Ien Assets and Liahilities (ai Eegiﬁﬁiﬁgiof Yaar ' o (b) énd hf‘Yohr‘
A/ Total plan assets ., 726,385 723,008
b Totai pian liabifities .. et reee et reernseerr e 0 ‘ 354
 Met plan apsete {!aubtract fina 7h fmm tirse Té) et T26, 38.5 - 723 - 6.4 4
B ingume, Expenses, and Transfers for this Plan Year ) -{ai Aﬁiount.

8 Contibutions received or receivable fron:

1) ErIOVETS e sss s enssricsnsescssrenrnsnnnenns | B8ETY
(2) PartiiDaMBL weirisrmi gz e eae s emmers g cpesencccecsecccee | B2}
{4) Others (including rolOVEIS) oo | BA()
B Other INCEME {1055 ). eonenmamsiecesse b voanesoomeemtnss o i e iepe e 8h
C  Total income {add lines Ba('l ), Bal2y, 53(3}, and Bb} cerrrnen e B
d Benefitz paid (including direct rollovers and insurange; pramiums
10 BFOVIQE DEMEALE)....o.vosemveoipeescsessspoecssersossassesesrms e gaae e regsgacinis Bd 93,528
2 Ceottaln deemed and/or corrective dilstributiuns {gae inptructions) . fo J
f  Admintatrative service providers (saiaries. fees, commissions}..... Bf
g Chher expens&s Bg )
Trited expenses (add lines 8d, 8e, 8, and 8g).......... &h

h
-Ii Met income (Iosé) {subtract line Bh from NG 8. .o weseesresiossess 8i
_b Transfars o {froim) the plan (see INSTUCHIONS) cov oot 8j

Plan Characterlstlcs

I the: piar provides pension bane:fit;s, enter the applicable pensinrl foatire codes from the List of Flan Characteristic Codes in the instructions:
2B 2J IK 3D

b i tha plan provides welfare benefits, enter the applicable welfare feature codes from the Liat of Plan Characteristic Catles 1 the instructions;

Comgliance Questions | __
0 During the plan year: Yes | No Amount

a Was there a fafiwe to transmit to the plan any paricipant contributions within the tire period
describead in 20 CFR 2510.3-102% Continue to answer “Yes"for any prior year fadures ynill fuliy

corrected. (See instrustions and DOL's Veluntary Fiduciary Correction Prngram)..‘,,‘._“.;.;., ....... - 1-99 1 e
b Wera there any nenexempt transactions with ary party-in-intatest? (Do net lnclude traﬂﬂaeﬂnhﬁ %
rRPOMEd O ROE 108.). . oo ety cvane s o eriyns s emsnmr et et eecepeescmeeecteis syt oo | AQH
€ Was the plan covered by a fdelity e ST e 1, ) I 50,000

¢ Did the pian have a loss, whether or not reimbursat:l by the plan 5 ﬂda!]gy bond, that was nausad "
by fraud or dishonasty? ................... T i [ |

@ Were any fees of commissions paid to any brokers, agerrts oF wther persons by an insurance
carriar, insurance service, or ofhet organizaimn that provides soima or all of the benefils under

the plan? {See instructions. }... e etemebeseesivatesraRtmtan nenrenrenskensenesntnsenemenenemenartecrarearnssnnsiacitecciicaces | PN
f Has the plan failed to provide any baneBt when dua under the plan’? ......................................... | a0t
f1 Didithe plan have sny participant loana? (If “Yes,” enter amourt as of yoarend.} i | 4l X
h  If this s an individual account plan was there & blackout parim:l? (Sae instructions and 28.GFR

2520.101-3.) ... eeernesopinieieenss | 10N X

If 10h was anawamd “yasg " ch&ck. the bmc if Y asihar providad thﬂ mqmred notice o e of Iha
exeaptions to providing the noticsispptied under 20 CER 2520.101-3.. ST M1/




