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
SHORECARE OF DELAWARE 401(K) PLAN PN) D 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) 27-0164580
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
LIESKE E2E HOME HEALTH CARE, INC. DBA SHORECARE OF DELAWARE C Sponsor's telephone number

888-482-8201

2d Business code (see instructions)

53 MEADOW DR.
MIDDLETOWN, DE 19709 621610

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 43
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 44
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 10
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) 11
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 42
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 43
€ 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. 07/01/2025 JACQUELINE LIESKE
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 313638 584031
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 313638 584031

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) 23623

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 83805

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 109882
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 53083
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 270393
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ 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 0
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 270393
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 2F 2G 23 2K 2T 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 25000
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 2562
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

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

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

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

|11a|

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

D Yes.

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

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

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

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

No. Other. Provide explanation

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

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

line 12 blank and complete line 11 above.

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

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

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

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

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

D Yes @ No

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

13a

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

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

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

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

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

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

the permissive aggregation rules?[ ] Yes [{ No

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

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

[] NA

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

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703777A,
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[Partl| Annual Report ldentification Information

R — -

For caiendar plan year 2024 or fscal plan year beginning 01/01/2024 and ending

123172024

A Thisrelumirepod = for E ‘a single-smpioyer plan

a mutitiple-employar gdan (mol n}uhmmpmyerp {Fansion plan filers checing this oox

friust attach Schedule MEP. Other plans must attach 4 |ist of Faricipsling employst
Information in accordance with the form instructions. )

B This ratumirgpornt s U the frst rsturnirepon B the final rlurm/repon

El an gmended fefurnifepon

€ Check box |f fiing under Form G558 [[] autematic sxtension
special extarnsion (@nler gescriplion)
D itihe plan Is asoliectively-bargained plan, chéck hers [ H

E H this is 5 retroactively sdopted plan permitted by SECURE Act section 201, check hers

D & short plan year mturmdeport (1523 than 12 months)

D OFVC pragam

Basic Plan Information —- enter &l reouested informmation

1a Mamsof plan

1b Three-dight plan numbar

Shorecsre of Delsware 401 (k) Elan () - QOI!
1c Effective date of plan
01/01/2020 l_
2a Plan sponsors iame (employer. [f for a singlecemployer plan) 2b Employer Idenfification Mumber
Majling Adnrecs (inciude ropm, apl.. sulle o, and streel of F O Box) [EIN) 270184580

ity or town. state o provinoe. countfy.-and ZIF or foreign postal code (if forsign, ses Instructions]

Lieske EZE Home Health Cars, Inc. dbz Bhorecare of Delawara

53 Mezdow Dr.

O Middietawn TE 183705

2¢ Sponsor's lslephone number
(BEE) 482-6201

2d Bsszinsss coda (eea instudtionsii
621810

33 Dian adminiEualors name and sddress 12 Same == Plan Spanear

3b Administrators EIN

3¢ Adminisirators leiephane numbe

4 I 1he name andier EiN of the plan sponsor of the plan name Nes crEn since the fast rafurnirapor fited I
tor this plan eater the pan sponeor'e name, EIN, lhe plan nams and Iﬁg:ilan numhs;f fram the dasl 4b EIN .
relurnimeoon. [
8 Sponsors nsme d4d N
€ PFian Name
Ba Tolal number of participants at the beginning of the plan yesr Ba 43 h
b Total number of pantigigants at the end of the plan vaar i Sh 43
€(1)  Mumber of participants with accaunt balances s of the baginning of the plan year fonly defined 1
conirjbulion plane complete this fm) Sc(t) 10
- |-
€{2) Number of patticipans with sccount balances as of the end of the plan year (only defined Ec(2
OEArEUbET PINAE StaTUlmbe dNE BEITIY oucs sniusmcanicissnsidsssad s e A AR e e e e i c(2) i1
(1) Total number of actve pamicmpants gt the pegmning of the plsn vear e B . | 5d(1) 4z |
d{2) Total numbar of sctive paricipants at the and of the plan year R s e | By az ‘
g Mumber of participsnts wha tarminaied employment durng the pian yearwilh accriesd benefits that |
wets E5s it 1003k vestad - T — | Se o

Caution: A penaity for the Iate or incomplete flling of this returnirepart will be assessed unless reasonable causs js established,

Under penafes of paiury and ol penstues ==t farinin Be ipstrchons. | dectare (hal | have exarmined e 1Lm1rn§gn7 inciuding. f Fpplestile 8 Senpdum |
S8 -or Goieluie MB completed and signed by an enroiad aclusry. a5 welt 83 e electionid versien of this returniraport. and fo 1 beat of my krigwiadge aid
bedtad, il is frue, correct and complete

T ) Jfe } 25 | sacamaiine Lieska '
Siana of plan ;;Imirriauatur Dals: ) Enter name of ndividuz! signing 83 oian sdminisiraior !
|

| Signature of employeriplan sponsor Dais Enterpame of indwvidasl $190ing s empioyer of pian sponsos |_J

For Paperwork Raduction Act Notice, ‘see the instructions for Form 5500-3F, Farm 55!“]'-5?:12%‘;1&1

vmrm




Form 5600-8F 2024 Faom 2
6a \are 3l of ihe plan's sesels during the plan year invested in sligibla sssets? (Ses instructions.) Eives TNe
b Ax you-climing & waives of the annual examinstion ana report-of an ndependent quaifiea public sccountant (IGPA) .
under 28 CFFE 2520, 104-457 (Bes nstructione on waver ehigiplity 2nd condions:)  iciaimiiis i o TR 3 ]:lfvjb
It you answersd "No" (o either lme 8a or line 8b, the plan cannot use Form 5500-5F and must instead use Form 5500,
C: I the plan Is'a defined benelit plan, is i covered undst ihe PEGT msurance program (368 ERISA seclion 4021)7 [:]_*fea (o [1Net datermpned
I "Yes'" s checked, snter the My PAA confirmation number from the PBGC pramium fiiing far this vear [See nstructiding |
[Part il | Financial Information
7 Plan Assets and Liahiities - {a} Begirming of Yesr (b} Ermd of Year
& Total plan assets Ta ‘313,638 584 . 031
b Totsl plan liahilties Th
€ Mot plan assetedsubtract ine 75 Hom UNe T81 o) 16 313,638 584,031
B Income Expences and Transfers for this Plan Year s {a} Amount (b} Total
a Comifitions recaived or receivable from:
11} Emplaysis Bail) 23,623
{2} Patticipants 8a[2) #3803
(3) Cthere (including rallavars) | Baf) 108,882
b DOther income {loss) b 53,083
€ Total Incoma (add linge Baf1) 8523, 833}, and Bb] s - Bc ul
o Benefis pain (Ncluding direct 1ofovers and INSUTanNce Bramiums ]
to provide benafis) g : &d
€. Cerlain dgemedandior comsttive distributions {3se Nslructions] ..
f administative ssnvice providers (salarizs, fees. commissions] .|  8F
0 Other sxpsnses fg
b Totslexpenses (add fines Bd, B0 81, and B8] s  8h
i Metincoms (losa) (SUDIAACH NNE 8 IO NS BE)  seecssrssie im| B4
Transheis o (from) ths plan (see instruciions) FRRTT el |

Plan Characteristics

‘Ba| Il the plan provites pension benefits. snterthe applicable pension festure codes from the Lis! of Plan Charactarishic Cadss In lhe instruclions,
2N PE PF 26 23 2K 2T 13D

by | -the pian provides wetfars banefits, enter the applicable welfars feglura codes from the List of Plan Characienstic Codes inthe (nstructions:

Compliance Questions

10 Duneg the plan yesr: ¥es |Neo Amount

@ Wae there s fsllure to lransmit io ke plan any padicipant canttibutions within the Fme pariod
gescribed In 29 CFR2510.3-1027 Cantinue to answsr “Yes” forany prior year failumss unlll Tully

corracted (Ses instructions and DOL's Voluntary Fiduciary Comection Program) oo e | 108 %
b Wars there any nonexemp! lrarrsa:;tms with any party-in-interest? (B0 net Inclute transactions

i e L e e e TR e L PR BB TS i e, | B H:
€ Was the plan coversd by & fidslity bond? 10c | X 25, Coo
d Did tne pian have a loss, whather or nal ralmburesd by (ke plan's fu:!uhnr bond. Iha'rwal: caused

by traud or dishonesty? e | 106 L &
e Were any fees of commissions paid to any brokers, agants. ar olher persans by 5 mEurEnce

carier, insurance service. of cihel aranization Ihal providee seme o all of the benafits unda ) )

the plan? (S=e imstruciions: | vy R 10 | X #.562
T Hastha plan faded to piovide sny benafit whan due undar the pian? g 101 -
a Did the plan have any partiopsanl leans? (I "Yes" entes amount 2e of yaar end | 109 .4

R if ihis is en individual sccount pim waa s 5 hlachn.ul period? (Ses instructions and 1‘-'9 EFR
38201013 ) 10k 4

| 100 was asewa=d 'Yes,” check fne box Tfyuu either providad {he required notics of anz of the
BKEEFILUT‘I!I to providing the notice appiied ondsr 29 CFR 2820, 101-3 Lo 10i




j

Form S500-SF 2074 Pags

__| Pension Funding Compliance

11 15 hi= 2 defined Biepehl plan subject to minfmum lunding isquiremsnis? (IT “Yes “ses matiuclions and somplels Bofeduls |
58 {Form 55007} gnd lines 118 and b belaw ) Fthis iz s definen contribution pension plan: ieave lins 11 blank-and camplete [j Yes ]E] o

B O Y e o il et e S e s el

&, Enter the unpaid minimum required contributions for all years from Schedule 5B (Form 5500 fine 48 sueie | 11a ]

b PBGC misséd contribiution reporting requirements. |f the pan & covered by PEGGC and the amaunt reported on line 1ta s areater than 50, |
fias PBGL Been notifisd a5 required by ERISA sections 40£3{c)(5) and/ar 3030k K417 Check the apphcabls box

[C]ves
[1 Mo Reporting was waived under 29 CFR 4043.:26(c)(2) becsuse coniributions egqual to or exceading the ungaid minimum reguired confrbulion |
wara made by \he 30th day sfier the dus date

] Ne The a30-day perind réfefencad in 20 CFR 4043 25202} tiss nol yel anded, 3nd (e sporssc! intends o maks a contribulion equal ta ar
Excasding the Unpaid mmimum requifed contribution by the 20th day afier ihe dus date

1 no. Other. Provide axplanatian

12 |s this 2 defined contitulion plan subisct to Ihe minimuen futding requirements-of section 412 of the Code or.ssetion 307 of

ERISA? ... e (L] Yoz X o
(I *¥&s " complsts line 123 or lines 120, 120, 12d.and 122 below. a= applicabis ) IFthis is = defined benefit pﬂn‘sinn ;slan
lzave ling 12 Blank and complete line 11 abova

8 [Faweaiver of the minimum funding standard for 2 prior year is heing amonizad in this plan year, ses inerructions, snd enter the gate of tha sl

UMD Granting the WaiVET ... covereerssemsnsssissss — s s O Oay Year
i you l:llmpfﬁhd line 12a, compista lines 3, 4, and W ufthn:tu!e MB l_Fm 5500}, and skip to llne 13. I
b Entar the minimum requited contribution for this plan year. . 12b |
C Enlgr (he amount contributed by ths employer to the pan forth=plan yaar 14 :
d  Subtrast the smount In tne 12¢ Fom the' arm::un! i fing 128 Enfar the rasull lerter a minus sgn o (ks |=f ]
of a negalive amouni e s !
e erl the minimunt funding amount reponed on ling 12d be met by 108 BAHING BEAHHNET  eerissssrissrsreesmrasissms ] e 9 No [T NA
| Plan Terminations and Transfers of Assets |
133 Has 3 resolution to terminate ine plan been adapted In any plan year? : L] v&s  [] Ma !
I "Ye=" énter the amount of any plan assels tal reverad (o 1he emplover thig e : 13a
b \ers all the plan gssets distibuied to panapants of beneficiaties. ransfensd to anather T
pldn, or hsvsught undal
the ganlial of the PEGCT . Bty sa e, L ves ] Mo

C . quring this plan yast, any saeste o lzbilitles wera transfermed from thiz plan to anather planis), identify the planis) to
which aseeis of llabilifies were \rsrsferred. (Ses instruclions. |

13c(1} Nama of planis] 13c(2) EiNts) 13c(3) PNEs: |

| IRS Compliance Questions

14a Dot the plan satisfy tha coversge and nondizcnimination lests of Code sections 4 10ib) and 401{ali4) by combining this pian with any other plans
undes ihe permissive appregation rules? [ Yes K] Na

14b |l ihis 1& 2 Cods ssction 491(k) plan, chek all boxes that spply to Indicate now e plan is misnded to salisly the nondiscimination reguitemants
for Emn'ﬂh'ﬁ-! daterrais and employer matching wontribubions (38 anplicable) undes Cods sadtlans 401 (k3 and 201 {m)i2)
‘Desian-hased saf= hathor mathod
"Pror year” ADP (et
"Current year" ADP jest

T

15 if the plan 3ponser is an adopter of & pre-approved plan thal received & favorable IRS Opinion Letter, snter the date of the Dpinian Lettar
D630/ 2020 (MMIDDYYYY) and the Oplnion Letter sarlal number 970377 7a




