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
SNYDER FAMILY DENTISTRY, PLLC 401(K) PLAN PN) D 003
1c Effective date of plan
01/01/2003
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) 45-4172131
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
SNYDER FAMILY DENTISTRY, PLLC 2c Sponsor's telephone number

616-878-1675

2d Business code (see instructions)
PO BOX 254
2700 84TH ST. SW 621210
BYRON CENTER, MI 49315-0254

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 24
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 25
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 25
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) 25
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 17
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 19
€ 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. 07/15/2025 SCOTT A. SNYDER DDS
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
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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 2045857 2288850
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 2045857 2288850

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) 96332

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 70189

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 5876
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 250013
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 422410
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 179417
€ 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 179417
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 242993
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 2F 2G 2J 2K 3B 3D 2A 2T
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 250000
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 13334
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)
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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 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_ Q702984A,




Form 5500-SF Short Form Annuali Return/Report of Small Employee OM8 Nos. 1210-0110

1210-0089
Dopertraant of the Troastry Benefit Plan
tarmal Roveque Sentca This form is required to be flled under sectiops 404 and 4065 of the Employes Ratirement 2024
Deparimenl of Labar Income Securlty Act of 1074 (ERISA), and sactions 6057 (b) and 6058(a) of the Intarnal
Ensployes Benefts Seciefly Adminletret Revenue Code (the Code). This Form 1s Open to

Pansion Bunefil Guaranty Corporalion Public Inspection

» Complete all ontries In accordance with the Instructions fo the Form B500-SF.
|_Part! | Annuail Report Identification Information
For calendar plan year 2024 or flscal pian year beginning 01/01/2024 and ending 1273172024

A THis return/report is for: @ a single-employar plan D a muitiple-employer plan (not mulliemployer) (Pension Plan fiters checking Ihis box

must allach Schedule MEP. Other plans must aitath a llst of partlcipating employer
Information In accordance with the form Instruotlons.)

B This relure/report is D the flrst refurnfreport Dthe fina! retumirepart
D an amended retumfreport [:]a short plan year retumn/report (less than 12 monthe)

C Check box if fillng under: [:I Form 5558 Dautﬁmaﬂc exlension [l DFEVG program

D speclal extenslon (enter description) )
D ifthe plan Is a colleciively-bargained plar, check here.,.. w“ S D
E_ifhls Is a relroactively adopted plan permitied by SECURE Act sealion 201, oheck here.., P D
1b Three-digit plan aumber

|_Part i | Baslc Plan Information—enter all requested Information
18 Name of plan

SNYDER FAMILY DENTISTRY, PLLC 401{K) PLAN (P P 003
1¢ Effective data of plan
01/01/2003
2a Plan sponsor's name {employer, if for a singie-emptoyer plan) 2b Employer Identiication Number (EIN)
Malling address {include room, apt., sulte no. and street, oy P.O, Box) 45-4172131
City or lown, stale or province, country, and ZIP or foreign postal code (if farelgn, ses Instructions) 2
Snyder Family Dentistry, PLLC ¢ 8 fg"f’gﬁl’%’fi’%"%‘g number
PO Box 2 54 . 2d’ Businass codle (see Instructiong) i
2700 84th St. SW ;
Byron Center ML 49315~0254 621210
3a Plan administrator's name and address @ Saime as Plan Spansar, 3b Adminfstrators EIN

3G Adminisiralor's telephone number

4 ) the name andfor EIN of the plan sponsor or the plan name has changed since the fasl relurn/repart | 4b EN
filed for this plan, enter the plan sponsor's pame, EN, the plan name and fhe plan number from the

last returnireport. 44 PN
a Sponsor's name
C Plan Name
5a Total number of participants al the beglnning of the plan year..................: ............................................ ba 21
b Total number of parlclpamits B he 6Nd OF the PIAI YA .w..w.mm. s rersrececsssssrsioroessreseesseesorssreesssrseesersres 5b 25
(1) Number of pariicipants with account balances as of the beglaning of the plan year (only defined 5c(1)
cantribution plans complete this ilem)........... Ceiamtr et brantessenss nearesrars seen e sens Drenseseasessransrans P 23

¢(2) Number of partiolpants with account balances as of the end of the plan year (only defined

contribution plans COMPISLE IS HBMY c.uiiiiarinsasis s et ssasarsssessrsserssesserssastssassssssssssessess 4c(2) 25

t{1) Total numbar of active particlpants at the beglnn[ng of the plan YOAT. oo tyerrecresess st tenetaonres T 5d(1) 17

d{2) Totaf numbsr of active participants at the end of the PIEN YBAT...............oweeeessensssssosseosssrssosseesseons 5d(2) 19

€ Number of participants who tetminated smployment dusing the plan year with accrued heneflls that e 1
were less than 100% vested... s crisrass

Caution: A penally for the lafe or Incomplate ming of thfs relurnlraport wlll ha assessed unless reasonable tauss Is established.
Under penallles of perjury and other penaltles set forih In the Instructions, T declare that i have examined this relurnirepoit, Including, if applicabla, a Schedule

5B or Schedula MB oompieieg‘jd-etg d by.arrenidlled acluary, as well as the electranic versian of this relumireport, and to the best of my knowledge and
lef, it s irue, comrecl, and edinplele: pd
SiEh M\ 7,1//“—/5;7{" Scott A, Snyder DDS

i Slgnature @ tufﬁnarﬁ) Dale . Entar name of kdividuat sl nfng as plan administrator
e ?/{f,‘é( 56.9# A Saudsr

o
‘| Signature of smployeriplan sponsor Date Enter name of Individuat slgt‘ﬂ{\g as employer or plan sponsor
Fur Paperwmk Reduction Act Notlge, see tha fnstructlons for Form 6500-5F, Form 5600-5F (2024)

v. 240311
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Ga

b Are you claiming a walver of the anhuel examination and report of an independent quallﬂed publiu acocualani (IQPA)

Ware all of the plan's assels duiing the plan year invesled in eligible assets? (Sea Instructions.)....

under 20 CFR 2520,104-467 (Saa Instructions on walver eligibiity and conditlons, ..o

If you answered “No™ to either line 6a or line 6b, tha plan cannot use Form 5600- SF and must Instead use Form ssue
€ Ifthe plan is a defined benefit plan, is It covered under the PBGC Insurance program (see ERISA section 4021)?

v 1 Yes [] Mo
Yes D iNa

D Yes []Na D Not determined

If*Yes™ is checked, enter tha My PAA confirmallen number from the PBGC premium Aling for this plan year - {See Instructions.)
|_Partlil_| Financlal Information
7 Plan Assets and Liabliitles {a) Beginning of Year {b) End of Year
A Tolal Plan 885819 v ceviscsseseressnrssrsrssareresses e sessesrsmssnsassans 7a 2,045,857 2,288,850
b Total plan lfablidies................. irisa sty st e reseasncrseneress 7h
G Nl plan assats {sublract line 7b from N8 78).........cereessenesssnee Te 2,045,857 2,288,850
8 Incoms, Expenses, and Transfers for this Plan Year . {a) Amount (b} Total

a Contributlons recelved or receivable from: :

(1) EINDIOYEIS 1ovvisorrarssearunsnssss ssarmsssevssesssneessensessesssostsssrsssssnan 8a(1) 96,332

(2} PaTHCIDARES. 1cveveuseesrsssmsssossmsrsssosssesssrsspssessossarsstanss st sessnases . | Bal2) 70,189

(3)_Others (Including FOHOVEFS) .ussuessinssssmesessssse consepressrises | 82(3) 5,876 f
b Other INcome (1085} e i mserans RS 8h 250,013 L
¢ Tolal Inceme {add linas Ba(1), 8a(2), 8a(3), anc{ BB)..vvsurssimrneen | BE ' ' ' 422,410
d Benefits paid {including direst rellovers and Insurance premlums o T

10 Drovide BanBlEY......c i eecminececaranenseenssosrmsineessemeeesemepenecsase 8d 179,417
€ Cerstain deemed andfor corrective distributlons {see Instruclions). 88
f Administrative service providers (salarles, fees, commisslons)..... Bt -I. “‘T R
O OO O PONSES o cusriirinr imsnraersosss ot vareeassrsscasterssrsirssrsareves peransarss oo 8g -
h Total expenses (add lines 8d, Be, 8f, and Bg) .................. v | 80 L 179,417
i Nelincome (loss) (subiract line 8h from line 8c}.. 8i e 242,983
J Transters fo {from} the plan (see INSICHONS) c..cervssssiseassssesnrines 8 R

| Partiv l Plan Gharacterlstics

9a

2E 2F 26 2J 2K 3B 3D 2Aa 2T

if the plan provides panslon benefits, enter the applicable pension feature cedes from the List of Plan Characteristic Codas In the Instruclions:

b

if the plan provides welfare benefits, enler the appilcable welfare feature codes from the List of Plan Characterlstio Codes In the instructions:

| PartV l Compliance Questions

10

During the plan year: Yoz | No Amount
& Was there a fallure to transmit fo tha plan any parliclpant conirlbutions within tha time period
described In 29 CFR 2510.3-10627 Continue lo answer "Yes" for any prlor year faflures until fully
carracted. (See Instrustions and DOL’s Valuntary Fiduciary Cotrestion Program)......ecieeens veentiin 10a X
b Were lhere any nonsxempt Iransactions with any paity-in-interest? (Do nol include ransactions
reported on line 10a.).... . R . | 10b X
€ Was lhe plan coverad by a fidelity bond?......cceun.. 10c | X 250,000
d Did the plan have aloss, whethar ar not relmbursed by the pianstldeilty kond, that was caused
by fraud or dishonesty? ... erestsees ettt - N T X
@ Were any fees or cornmisslons pald to any hrckers agents, or other persons by an nsurance
varrier, Insurance service, or other organization that provides some or alt of the benefits under -
the plan? (See Instructions.) e, e I 1T RS 13,334
f Has the plan falled to provide any benefit when due under the PIan? ..w.emie. 10§ X
g Did the plan have any parficlpant loans? (If "Yes,” enter amount as of YEar-8nad.} .. 10g X
h IFthis is an Individual account p!an was {here a blackout periad? (See instructlons and 29 CFR
2520403 vorovissiarsossesssonssasssons — S I 1 £
b 40h was answafed "Yes chenk tho box if you efther provided the requ!red notice ar one of the
excepilons to providing the notlce applled under 28 CFR 2520.101-3......cccv s nsanconinassensrons .| 1ol




