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: D a single-employer plan B 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
THERAMETRIC TECHNOLOGIES, INC. 401(K) PLAN PN) D oot
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) 35-2012202
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
THERAMETRIC TECHNOLOGIES, INC. C Sponsor's telephone number

317-565-8061

2d Business code (see instructions)

9880 DOUGLAS FLOYD PARKWAY
NOBLESVILLE, IN 46060 621510

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 37
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 36
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 28
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) 27
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 28
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 27
€ 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 EVAN HOWARD
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 2579899 2230221
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 2579899 2230221

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) 67983

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 115054

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 275
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 240341
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 423653
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 773331
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 773331
i Netincome (loss) (subtract line 8h from line 8c)............................ 8i -349678
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 2G 2J 3D 2F 2K 2T 2X
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 1000000
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 1599
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_ Q703191A




SCHEDULE MEP MULTIPLE-EMPLOYER RETIREMENT

OMB No. 1210-0110
(Form 5500) PLAN INFORMATION
Department of the Treasury This schedule is required to be filed under section 104 of the 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor :
Employee Benefits Security Administration Section 6058(a) of the Internal Revenue Code (the Code)

P 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
THERAMETRIC TECHNOLOGIES, INC. 401(K) PLAN Plan number (PN)...... » 001
C Plan administrator's name as shown on line 3a of Form 5500/Form 5500-SF D Administrator's EIN
THERAMETRIC TECHNOLOGIES, INC. 35.2012202
| Part | ‘ Type of Multiple-Employer Pension Plan. All multiple-employer pension plans must complete.

1 Check the appropriate box to indicate type of multiple-employer pension plan. (Only defined contribution plans may check lines 1a, 1b,
and 1c. Defined benefit plans and defined contribution plans not checking lines 1a, 1b, or 1c should check line 1d. See Instructions).
a [X association retirement plan (See 29 CFR 2510.3-55) (Complete Part Il)

b [] professional employer organization plan (PEO Plan) (See 29 CFR 29 CFR 2510.3-55) (Complete Part Il)
¢ [] pooled employer plan (PEP) (See 29 CFR 2510.3-44) (Complete Parts Il and IlI)
d

[] other multiple-employer pension plan (Describe) (Complete Part Il)

Part Il Participating Employer Information.

2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part II, in
addition to Part |, in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete lines 2a-2c only. Complete as

many entries as needed to list the required information for each participating employer that is not an individual person (see instructions).

2a Name of Participating Employer 2b EIN 2c Percentage of Total Contributions 2d Aggregate Account Balances Attributable
TARTAR SHIELD for the Plan Year to Participating Employer
88-0916038 22.02 138706
2a Name of Participating Employer 2b EIN 2c Percentage of Total Contributions 2d Aggregate Account Balances Attributable
for the Plan Year to Participating Employer

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes” to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.

2e Does the plan include any individuals not participating through an employer or who are individual working 2e []Yes DNo
owners?

2f If you answer “Yes” in line 2e, enter a good faith estimate of the percentage of total contributions made by

g h 8 ) 2f

all such individuals that are not listed on line 2a during the plan year.

29 If you answer “Yes” in Line 2e, enter the aggregate account balances for all such individuals that are not 2
listed on line 2a. 9

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule MEP (2024)

v. 240311



Schedule MEP (Form 5500) 2024 Page 2

Part Ill | Pooled Employer Plan Information

Line 3. All Pooled employer plans must answer all of the questions in Part Il, in addition to completing all of Parts | and II.

3a Is the pooled plan provider (identified as the plan sponsor and administrator in Part Il of the Form 5500) currently in
compliance with the Form PR (Pooled Plan Provider Registration Statement) requirements? (See instructions and [JYes {No

29 CFR 2510.3-44) ...ttt ettt et e oot e a e e e £t e oAbt e e e R b et e E e £ e e e bt e e e ea bt e e e b et e e e nb e e e aabe e e abaeeeann
3b Ifline 3ais “Yes”, enter the ACK ID for the most recent Form PR that was required to be filed under the Form

PR filing requirements. (Failure to enter a valid ACK ID will subject the Form 5500 filing to rejection as

incomplete.)

ACK ID




Form 5500-SF Short Form Annual Return/Report of Small Employee O o, 005
Depariment of the Treasury Benefit Plan
Intemal Roverwe Sarvice This form is reguired to be fled under sagtions 104 and 4065 of the Emplayee Retirement 2024
Depariment of Labar Income Security Act of 1974 (ERISA), and sectlons 6057 (b) anc 6058(a) of the Internal .
Employee Banefils Seourity Administration Revenue Coda (the Code). TI'II::S 'l:orm Is Open to
- ublic Inspection
Pension Reneflt Guaranty Corporalion » Complete all enfries in accordance with the Instructions to the Form §500-SF.

[ Part1 [ 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/repori is for: [I a singta-employer plan E a multiple-employer plan {not multiemployer) (Pension Plan filers checking fhis box

must attach Schedule MEP. Other plans must aitach 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 Iffiling under: [ ] Form 6568 [ ]automatic extension [ ] DFVG program
|:| speclal extension (enter description)
D Ifihe plan is a collectivaly-bargained plan, CRECK RBFE ..o e e et » I:]
E Ifthis is a retroactively adopted plan pammiited by SECURE Act saction 201, chack hera..............o.cvcee... 3 l:l
| Partll | Basic Plan Information-—enter all requested information
1a Name of plan 1b Thres-diglt plan number 001
Therametric Technolegies, Inc. 401(k) Plan {PN) P
1¢ Effeciive date of plan
&1/01/2008
2a Plan sponsor’s name {employer, If for a single-employer plan} 2b Employer identification Numbar (EIN)
Mailing address {includs room, apt., suite no. and strest, or P.O. Box) 35-2012202
City or town, state or province, country, and ZIP or foreign postal code (if forelgn, see instructions) )
I . 2C Sponsor's lelephone number
Therametric Technologies, Ine. (317) 565-8061
2d Business code (see instructions)
9880 Douglas Floyd Parkway 621510

Noblesville, IN 46060
3a Pian administrator's name and address B| Same as Plan Sponsor. 3b Acministrator's EIN

3¢ Adminlstrator's telephone number

4 if the name andior EIN of the plan sponsor or the plan name has changed since the last retumireport | 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 parficipants at the beginning of the plan year ... e, 5a 37
b Total number of participants &t the end of the PLaN YBAN .......cc.cvv e srersvasee s 5h 36
c({1) Number of participants with account balancss as of the beginning of the plan year (only defined
28T | 5¢{1)
confribution plans completa this IBM} ... 28
¢{2) Number of participants with account balances as of the end of the plan year (only defined 5¢(2)
contribution plans complate this EM) ..o e e et s e eees st er s 27
d(1) Total number of active participants at ihe beginning of the Plan YEar.............cc.wecnneormn 5d{1} 28
¢i{2) Total number of active participants at the end of the plan year 5d(2) 27
e Number of participants wha terminated employment during the plan year with accrued benefits that
5e 0
Were 1885 than TO0% VEBEBE ...ovriireeoririesoriieersiiesteseesoerreseeaesoses e st essasre2etssisersrs s bsshsetastsnsssnsesssnsnre

Cautlon: A penaity for the late or Incomplete filing of this return/report will be assessed unless reascnable cause is established.
Under penalties of perjury and cther penalties set forth in the insiructions, | declare that | have examined this return/report, including, if applicable, a Schedute
SB or Schedule MB completed and signad Py.an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

.lgellef, it_is rue, cogmjc%% c%p%,t?? 7

son | e 07/07/2025 | Evan Howard

i Slgnature of plan administrator Date Enter name of Individual signing as plan administrator

SIGN

HERE Signature of employer/plan sponser 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)

. 240311




Form 5500-8F {2024) Page 2

6a Wers all of the plan's assets during the plan year investad in eligible assets? (See INSUGHONE.) ..ot E Yes I___] No
b Are you claiming a walver of the annual examination and report of an Indepsndent gualified public accountant ((QPA)
under 29 CFR 2520.104-467 {See instructions on waiver aligibiiity and condiions.).........cccvivviivnicsns e neene, El 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,
G Ifthe plan is & defined benefit plan, Is it covered under the PBGC insurance program (see ERISA saction 4021)? .....[ ] Yes [[No [ Not determined

If "Yes” Is checked, anter the My PAA confirmation number from the PBGC premium flling for this plan year - (Sea Instructions.)
| Partlll | Financial Information _
7__ Plan Assets and Liabllitios (a) Beglnning of Year {b) End of Year
a Total plan assels Ta 2579899 2230221
b Total plan HablEs ........ccc.veeivvinnnnireerssererseenonnesserecassnsreesssens 7h
€ Nat plan assets (subtract line 7h from line 78) ..o 7o 2579899 2230221
8 Income, Expenses, and Transfers for this Plan Year ' (a) Amount {b) Total
a Contributions recslved or receivable from:
{1} EMPIOVEIS ..o iccsiiiiiiiissa s e e e Ba{1) 67983
{2) Participants........co....o........ ... | B8a(2) 115054
{3) Others (Including rallovars)........c.cocevieessesisisieisiasersissnesissmsans 8a(3) 275
B Oter iNGOME (J0S8) ..., eveversieererereenscrsesesesiaresscssescssnsss s sssessren e 8b 240341
¢ Total ingome (add lines 8a(1), 8a(2), 8a(3), and 8b)................... 8c 423653
d Beneflis pai¢ (Including direct rollovers and insurance premiums
to provide benefits)..................... JEO T T T TP 8d 773331
e Certaln desmed and/or comrective distributions (see Instructions) . Be
f Administrative service providers (salaries, fees, commisslons)..... 8f
__ 9 Other 8Xpanses ... siisns s, 8g
h Total expenses (add lines 8d, 8e, 8f, anc 8g) . Bh _ 773334
i Netincoma (loss) (subtract line 8h from [ine 8c)...........ccoreemnnae Bi : ' . -349678
j Transfars to {from) the plan {sea Instructions).............cceev i g '

| 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 26 2J 3D 2F 2K 27 2K

b |If the plan provides welfare benefits, enter the applicable weifare feature codes from the List of Plan Characteristic Codes in the instructions:

| PartV | Compliance Questicns

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 2510.3-1027 Continue to answer "Yes” for any prior year failuras until fully

corrected. {See Instructions and DOL's Valuntary Fiduclary Correction Program)............ceecenene. 10a X
b Ware thera any nonexempt transactions with any party-in-inferest? (Do not include transactions
reporied On NG TOBLY .. e s e s e ab b e nnserens 10b X
¢ Was the plan covered by a fidelity BOnd? ... e 10c | X 1000000

d Did the plan have a loss, whether or not reimbursed by the plan's fidality bong, that was caused
by fraud o dIShONBSIYT ....... .ottt et ea ettt re et ne 10d X

e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
cartier, Insurance service, or other arganization that provides some or all of the benefits under

the plan? (See INSIUCHONS. J. . i e e cee e e es e ereeaea e 10e X 1599
Has the plan falled to provide any benefit when due under the plan? ..o ecnininenn, 10f X

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

h

If this is an indlvidual account plan, was there a blackout period 7 (See instructions and 29 CFR
DB20.101-3.) covvovoorvvvvosssseesesssesseasssssseseseesesasessss s st seseesemee e e seeeeeseeseeeeeseseseeseeeeeeseme e 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 natice applied under 29 CFR 2520,101-3 .......ccccvvvvvivnniesnesasnsennenees 101




Form §500-SF (2024) Page 3- I 1

Part ¥l | Pension Funding Compliance

11 s this a defined bensfit plan subject to minimum funding requirernents? (I "Yes," sea Instructions and complete Schadule 5B
{Form £500) and lines 11a and b below.) If this Is & defined contribution pension plan, leave line 11 blank and complete line 12 D Yas E] No
DB O, e 1) et c s h et ek LU RRSh S iU 481 e A b snnn e e e Crseassrsr st ey nt s e ar ek Crrersenn e e sk ar crkr ey s et re sy n e
& Enter the unpaid minimum required contributions for all yaars from Schedule SB (Form 58500) line 40..........c....... | 11a |

b PBGC missed contribution reporting requirements, If the plan is covered by PBGC and the amount raported on line 11a Is greater than $0, has PBGG
heen notified as required by ERISA sectlons 4043(c)(5) and/or 303(k){4)? Chack the applicable box:

D Yes.

[i No, Reporting was waived under 28 CFR 4043.25(c){2) because contributions equal to or exceeding the unpatd minimum required contribution
ware madse by the 30th day after the due date.

D No. The 30-day perlod referenced in 28 CFR 4043.25(¢)(2) has not yet ended, and the sponsor infends fo make a contribution equal to or
exceeding the unpald minimum required contribution by the 30th cay after the due date.

|:| No. Other. Provide explanation

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
Lo 1T O GO URS D Yes EI No
(If "Yes," complete line 12a or lines 12b, 12¢, 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 walver of the minimum funding standar¢ for a prior year is being amartized in this plan year, see instructions, and enter the date of the letter ruling
grarting the WBIVEE. ........o..ie i e Month Day Yaar

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the mintmum required cantribution for this PIAN YEAF ............ccco.oireceiiees oo arisesesesasareersresspeseseens 12b

C Enter the amount contributed by the employer to the plan for this plan year ... 12c

d Subtract the amount in line 12¢ from the amount In line 12b. Enter the result {enter a minus sign to the left of a 12d
negative aMOUNE) ... e e e

@ Will the minlwum funding amount reported on line 12d be met by the funding deadling?....... ..o rivieeseonn [] Yes [] No [1 nia

Part VIl | Plan Terminations and Transfers of Assets

13a Has a resolutlon to terminate the plan been adopted In any PN YEE? ..ot ettt ee st s e et eene D Yes El No

a If *Yes,” enfer the amount of any plan assets that reverted to the employer this year..........c..c...cocevcven s vinennn, 13a

b Were all the plan assets distribuied to participants or beneficiariss, transferred to another plan, or brought under the D Yes E' No
foto gLy o T T T T 0y P PP PPPTPPPPPRPTROE

¢ If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which agsets or liabilities were transferred. (See instructions.)

13c(1) Nama of plan(s}). 13c(2) EIN(g) 13¢(3) PN(s)

[ Part VIil | IRS Compliance Questions

14a Does ihe ptan salisfy 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 K] No

14b If this is a Code section 401(k) plan, check all hoxes that apply to indicate how the pian is intended to satisfy the nondiserimination requirements for
amployee deferrals and employer matching contributions (as applicable) under Code sections 401 (k){3) and 401 (m)(2).
Kl Design-based safe harbor method

D "Prlor year” ADP test
[] “Current year" ADP test

[] N

15  Ifthe plan sponsor is an adepter of a pre-approved plan that receivad a favorable IRS Opinian Letter, snter the date of the Opinion Letter 06/30/2020
(MM/BD/YYYY) and the Opinion Letter serlal number 2703191a.
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MULTIPLE-EMPLOYER RETIREMENT
PLAN INFORMATION

Thls schedule Is required to be filed under section 104 of the
Employeae Retirement Income Sacurity Act of 1974 (ERISA) and

Section 6068(a) of the Internal Revenue Cote {the Cods)

b File as an attachment to Farm 5500,

OMB No. 1210-0110

2024

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 001
Therametric Technologies, Inc. 401(k) Plan Plan number (PN)...... P
¢ Pian administrator's name as shown on line 3a of Form 5500/Form 5500-3F D Administrator's EIN
Therametric Technologies, Inc. 35-2012202
[ Part | | Type of Multiple-Employer Pension Plan. All muitiple-employer pension plans must complete.

1 Check the appropriate box to indlcate type of multiple-employer penslon plan. {Only defined contribution ptans may check lines 1a, 1h,
and 1c. Defined bsnsfit plans and defined contribution plans not checking fines 1a, b, or 1¢ should check line 1d. See Instructions).
a association retirement plan (Sea 29 CFR 2510.3-55) (Complete Part II)

b [] professional employer organization plan (PEO Plan) (See 26 CFR 28 CFR 2610.3-55) (Complete Part Il)
¢ [] pooled employer plan {(PEP) (See 28 CFR 2510.3-44) (Complete Paris |l and 1}
d

[ other multiple-employer penslon pian {Describe)

(Compiste Part I1)

Part il

Participating Employer Information.

2 All muttipte-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) mus! complete Part i, in
addition to Part |, in accordance with the instructions, to report the Information for each emyployer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete lines 2a.2c only. Complete as

many entries as needed to llst the required informatton for each pariicipating employer that is not an individual person (see insiructions).

2a Name of Participating Employer 2b EIN 2¢ Percentage of Tolal Confributions 2d Aggregate Account Balances Attributable
for the Plan Year to Participating Employer
Tartar Shield 88-0916038 22.02 138706
2a Name of Partlcipating Employer 2b EIN 2¢ Percantage of Total Contributions

for the Plan Year

2d Aggregate Account Balances Attributable
to Participating Employer

CAUTION Do noi Individually list information for working owners (see instructions and 29 CFR 2510.3-55{(c){2)) or other individuals who are
participants or beneficlaries In the plan or arrangement that are o longer associated with a particular participating employer or participating
amployer plan (see instructions). Providing Identifying information for individuals may result in rejection of ihis flling, I there are any such
individuals in the plan, answer "Yes” fo line 2e and provide the total information for all such individuals, without providing names or other identifying

information.

2e
owners?

Does the plan include any individuals not participating through an employer or who are individual working

Ze [Ives KNo

2f If you answer “Yes" In line 2e, enter a good faith estimate of the percentage of total contributions made by

all such Individuals that are not listed on line 2a during the plan vear.

2f

2
9 listed on line 2a.

If you answer "Yes” in Line 2e, enter the aggregaie account balsnces for all such individuals that are not

29

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

Schedule MEP {2024)
v. 240311



Bchedule MEP (Form 560C) 2024 Page 2

Part lIl | Pooled Employer Plan Information

Line 3. All Pooled employer plans must answer all of the questions in Part |l in addition to completing all of Parls | and II.

3a s the pocled plan provider (identified as the plan sponsor and administrator in Part |l of the Form 5500) currently in
compliance with the Form PR (Pooled Plan Provider Registration Statement) requirements? (See Instructions and [OYes R No
20 CFR 2B10.3-84) 1.eiitiii ittt ettt eres e o1 A h o r e bR AR b At R b aR bbb b
3b Ifline 3als “Yes”, enter the ACK |D for the most recent Form PR that was required to be filed under the Form
PR fillng requirements. (Fallure to enter a valid ACK ID will subject the Form 5500 filing to rejection as
incomplete.)
ACKID




