
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

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

Revenue Code (the Code). 

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

OMB Nos. 1210-0110 
1210-0089 

2024
This Form is Open to 

Public Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 
A This return/report is for: X  a single-employer plan X 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 X  the first return/report X the final return/report  

X  an amended return/report X a short plan year return/report (less than 12 months) 

C  Check box if filing under: X  Form 5558 X automatic extension X  DFVC program 

X  special extension (enter description) 

D  If the plan is a collectively-bargained plan, check here ..............................................................................   X 

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

Part II   Basic Plan Information—enter all requested information
1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI

1b Three-digit plan number
(PN)  001 

1c Effective date of plan
YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan)
 Mailing address (include room, apt., suite no. and street, or P.O. Box)  
 City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGH 

2b Employer Identification Number (EIN)
012345678

2c Sponsor’s telephone number
1234567890 

2d Business code (see instructions)
123456 

3a  Plan administrator’s name and address X Same as Plan Sponsor.ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN
012345678

3c Administrator’s telephone number
1234567890 

4    If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the 
last return/report.   

a  Sponsor’s name
c  Plan Name   D
EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI

4b EIN012345678

4d PN 012

5a Total number of participants at the beginning of the plan year .............................................................. 5a 12345678 

b Total number of participants at the end of the plan year ....................................................................... 5b 12345678 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(1) 

c(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(2) 

d(1) Total number of active participants at the beginning of the plan year ................................................. 5d(1) 
d(2) Total number of active participants at the end of the plan year .......................................................... 5d(2) 

  e   Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested ............................................................................................................... 5e 

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, I declare that I 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 
HERE Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
HERE 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 

01/01/2024 12/31/2024

X

X

KENTMERE HEALTHCARE CONSULTING CORPORATION CASH BALANCE PLAN 002

01/01/2020

3501 SILVERSIDE RD, NAAMANS BLDG 
SUITE 202 
WILMINGTON, DE 19810

27-0038268

KENTMERE HEALTHCARE CONSULTING CORPORATION
302-478-7600

541990

X

9

9

8

8

0

Filed with authorized/valid electronic signature. 07/30/2025 CHARLES CINI
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ......................................................  X Yes X No 
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ..........................................................................  X Yes X 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. 
 
 
 
 
 
 
 
 
 
 
 
 
 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

 
Part III   Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 
a Total plan assets ..........................................................................  7a -123456789012345 -123456789012345 

b Total plan liabilities .......................................................................  7b -123456789012345 123456789012345 

c Net plan assets (subtract line 7b from line 7a) ..............................  7c -123456789012345 -123456789012345 

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total 
a Contributions received or receivable from: 

 (1)  Employers .............................................................................  8a(1) -123456789012345  

   (2)  Participants ............................................................................  8a(2) -123456789012345  

 (3)  Others (including rollovers) .....................................................  8a(3) -123456789012345  

b Other income (loss) ......................................................................  8b -123456789012345  

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .....................  8c  -123456789012345 

d Benefits paid (including direct rollovers and insurance premiums 
to provide benefits) .......................................................................  8d -123456789012345  

e Certain deemed and/or corrective distributions (see instructions) .  8e -123456789012345  

f Administrative service providers (salaries, fees, commissions) .....  8f -123456789012345  

g Other expenses ............................................................................  8g -123456789012345  

h Total expenses (add lines 8d, 8e, 8f, and 8g) ...............................  8h  -123456789012345 

i Net income (loss) (subtract line 8h from line 8c) ...........................  8i  -123456789012345 

j Transfers to (from) the plan (see instructions) ...............................  8j -123456789012345  

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:   

 

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) .........................  10a 

  
-123456789012345 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 
reported on line 10a.) ....................................................................................................................  10b   -123456789012345 

c Was the plan covered by a fidelity bond? ......................................................................................  10c    -123456789012345 

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 
by fraud or dishonesty? .................................................................................................................  10d    -123456789012345 

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 
the plan? (See instructions.) ..........................................................................................................  10e   -123456789012345 

f Has the plan failed to provide any benefit when due under the plan?  ...........................................  10f   -123456789012345 

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

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   
2520.101-3.) .................................................................................................................................  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 ...........................................  10i     

  

X

X

X

547052

2922134 3836464

0 0

2922134 3836464

879466

0

0

149634

1029100

114770

0

0

0

114770

914330

0

1C 3H

X

X

X 250000

X

X

X

X
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Part VI    Pension Funding Compliance 
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB 

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 
below. ..............................................................................................................................................................................................  

X Yes X 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: 

_ 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. 

_ 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 
exceeding the unpaid minimum required contribution by the 30th day 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 
ERISA? ...........................................................................................................................................................................................  

          (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. 

X Yes X No 
 

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 waiver.  ............................................................................................................................. 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 plan year  ...................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  .........................................................  12c -123456789012345 

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 
negative amount)  ..................................................................................................................................................  

12d YYYY-MM-DD 

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

Part VII    Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................  X   Yes        X   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 

control of the PBGC? ..........................................................................................................................................................  
X Yes X 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.) 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 123456789 

  012 

Part VIII 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 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter ___/___/_____ 
(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

1

X

0

X

X

X

X

X

Q705311A
02 28 2023



SCHEDULE SB 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Single-Employer Defined Benefit Plan 
Actuarial Information 

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

Retirement Income Security Act of 1974 (ERISA) and section 6059 of the 
Internal Revenue Code (the Code). 

 File as an attachment to Form 5500 or 5500-SF. 

OMB No. 1210-0110 

 
2024 

 
This Form is Open to Public 

Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                            and ending                                                       
Round off amounts to nearest dollar. 
Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established. 

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B Three-digit 
plan number (PN)          001 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

E  Type of plan:   X  Single     X  Multiple-A    X  Multiple-B  F  Prior year plan size:  X  100 or fewer    X  101-500   X  More than 500 

Part I   Basic Information  

3 Funding target/participant count breakdown  (1) Number of 
participants 

(2) Vested Funding 
Target 

(3) Total Funding 
Target 

 a For retired participants and beneficiaries receiving payment .................................... .    

 b For terminated vested participants............................................................................     

c For active participants ..............................................................................................     

 d Total .........................................................................................................................     

4 If the plan is in at-risk status, check the box and complete lines (a) and (b)............................. X  
a Funding target disregarding prescribed at-risk assumptions ...............................................................................  4a -123456789012345 

b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in 
at-risk status for fewer than five consecutive years and disregarding loading factor ............................................  4b -123456789012345 

5 Effective interest rate .............................................................................................................................................  5 123.12% 

6 Target normal cost  

a Present value of current plan year accruals ........................................................................................................  6a  

b Expected plan-related expenses ........................................................................................................................  6b  

c Target normal cost..............................................................................................................................................  6c  

Statement by Enrolled Actuary 
 To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in 

accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in 
combination, offer my best estimate of anticipated experience under the plan. 

SIGN 
HERE     

Signature of actuary  Date 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE  YYYY-MM-DD 

Type or print name of actuary  Most recent enrollment number 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE  1234567 

Firm name  Telephone number (including area code) 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

UK  

1234567890 

Address of the firm   

 

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions X 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2024 

v. 240311  

1 Enter the valuation date:                     Month _________    Day _________    Year _________  

2 Assets:  
a Market value .....................................................................................................................................................  2a -123456789012345 
b Actuarial value ..................................................................................................................................................  2b -123456789012345 

01/01/2024 12/31/2024

KENTMERE HEALTHCARE CONSULTING CORPORATION CASH BALANCE PLAN 002

KENTMERE HEALTHCARE CONSULTING CORPORATION 27-0038268

X X

12 31 2024

2943663

2943663

0 0 0

1 33756 33756

8 2851073 2851073

9 2884829 2884829

5.26

826646

0

826646

04/10/2025

JACOB S. HASLWANTER, EA, MSEA 23-08697

FIDUS ACTUARIAL SOLUTIONS, LLC 480-550-8820

PO BOX 8606 
MADEIRA BEACH, FL 33738



 Schedule SB (Form 5500) 2024 Page 2 - 1- x  
  

Part II   Beginning of Year Carryover and Prefunding Balances 
 (a) Carryover balance (b)  Prefunding balance 
 7 Balance at beginning of prior year after applicable adjustments (line 13 from prior 

year) ............................................................................................................................  
-123456789012345 -123456789012345 

 8 Portion elected for use to offset prior year’s funding requirement (line 35 from prior 
year)  ..........................................................................................................................   -123456789012345 -123456789012345 

 9 Amount remaining (line 7 minus line 8) ........................................................................  -123456789012345 -123456789012345 

10 Interest on line 9 using prior year’s actual return of                   % .................................  -123456789012345 -123456789012345 

11 Prior year’s excess contributions to be added to prefunding balance:   
 a Present value of excess contributions (line 38a from prior year) ...............................   -123456789012345 

 b(1) Interest on the excess, if any, of line 38a over line 38b from prior year    
             Schedule SB, using prior year's effective interest rate of                   % .............  

 b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual      
                  return .................................................................................................................  
       c Total available at beginning of current plan year to add to prefunding balance ................      

 -123456789012345 

  

  

 d Portion of (c) to be added to prefunding balance ......................................................   -123456789012345 

   -123456789012345 
12 Other reductions in balances due to elections or deemed elections .............................  -123456789012345 -123456789012345 

13 Balance at beginning of current year (line 9 + line 10 + line 11d – line 12) ...................  -123456789012345 -123456789012345 

Part III   Funding Percentages 
14 Funding target attainment percentage .....................................................................................................................................................................  14 123.12% 

15 Adjusted funding target attainment percentage ...................................................................................................................................... 15 123.12% 

16 Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 
year’s funding requirement ..................................................................................................................................................................... 16 123.12% 

17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ................................. 17 123.12% 

Part IV   Contributions and Liquidity Shortfalls 
18 Contributions made to the plan for the plan year by employer(s) and employees: 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

      

YYYY-MM-DD 12345678901234

5 

 

12345678901234

5 

 

YYYY-MM-DD 

 

12345678901234

5-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 

123456789012345-

123456789012345 
-123456789012345 
-123456789012345 
-123456789012345 

-123456789012345 

-123456789012345 

YYYY-MM-DD 12345678901234

5 

 

12345678901234

5 

 

YYYY-MM-DD 

 

12345678901234

5-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 

123456789012345-

123456789012345 
-123456789012345 
-123456789012345 
-123456789012345 

-123456789012345 

-123456789012345 

YYYY-MM-DD 12345678901234

5 

 

12345678901234

5 

 

YYYY-MM-DD 

 

12345678901234

5-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 

123456789012345-

123456789012345 
-123456789012345 
-123456789012345 
-123456789012345 

-123456789012345 

-123456789012345 

YYYY-MM-DD 12345678901234

5 

 

12345678901234

5 

 

YYYY-MM-DD 

 

12345678901234

5-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 
-

12345678901234

5 

123456789012345-

123456789012345 
-123456789012345 
-123456789012345 
-123456789012345 

-123456789012345 

-123456789012345 

YYYY-MM-DD 12345678901234

5 

 

12345678901234

5 

 

   

 Totals  ►   18(b)  18(c)  

Liquidity shortfall as of end of quarter of this plan year 
(1)   1st (2) 2nd (3) 3rd (4) 4th 

 

 

-123456789012345 

-123456789012345 -123456789012345 -123456789012345 

19 Discounted employer contributions – see instructions for small plan with a valuation date after the beginning of the year:  
 a Contributions allocated toward unpaid minimum required contributions from prior years. ......................................  19a -123456789012345 

 b Contributions made to avoid restrictions adjusted to valuation date. .....................................................................  19b -123456789012345 

 c Contributions allocated toward minimum required contribution for current year adjusted to valuation date. ....................  19c -123456789012345 

20 Quarterly contributions and liquidity shortfalls:  

 a Did the plan have a “funding shortfall” for the prior year? .......................................................................................................................... X Yes X No 

 b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?.................................................... X Yes X No 

 c If line 20a is “Yes,” see instructions and complete the following table as applicable:  

1

0 0

0 0

0 0

5.83 0 0

3578

5.01
0

0

3578

0

0 0

0 0

102.03

103.32

100.08

08/27/2024 748978 0

03/21/2025 130488 0

879466 0

0

0

891343

X
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Part V Assumptions Used to Determine Funding Target and Target Normal Cost 
21 Discount rate: 
 a  Segment rates: 1st segment: 

123.12_% 
2nd segment: 
123.12_% 

3rd segment: 
123.12 % X N/A, full yield curve used 

 b Applicable month (enter code) ........................................................................................................................  21b 1 

22 Weighted average retirement age .........................................................................................................................  22 12 

23 Mortality table(s)  (see instructions) _    Prescribed - combined             _  Prescribed - separate           _  Substitute   

Part VI Miscellaneous Items 
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year?  If “Yes,” see instructions regarding required  
 attachment. ................................................................................................................................................................................................... X Yes X No 

25 Has a method change been made for the current plan year?  If “Yes,” see instructions regarding required attachment. ................................ X Yes X No 

26 Demographic and benefit information 
a Is the plan required to provide a Schedule of Active Participants?  If “Yes,” see instructions regarding required attachment. ...............  X Yes X No 
b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment ...  X Yes X No 

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 
attachment ..........................................................................................................................................................  27  

Part VII Reconciliation of Unpaid Minimum Required Contributions For Prior Years 
28 Unpaid minimum required contributions for all prior years ...................................................................................  28 -123456789012345 

29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 
(line 19a) .............................................................................................................................................................   29 -123456789012345 

30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) ...........................................  30 -123456789012345 

Part VIII Minimum Required Contribution For Current Year 
31 Target normal cost and excess assets (see instructions): 

a Target normal cost (line 6c) .............................................................................................................................  31a -123456789012345 

b Excess assets, if applicable, but not greater than line 31a  ................................................................................  31b  

32 Amortization installments: Outstanding Balance Installment 

a Net shortfall amortization installment ............................................................................  -123456789012345 -123456789012345 

b Waiver amortization installment ....................................................................................  -123456789012345 -123456789012345 

33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval                       
(Month _________    Day _________    Year _________ )_and the waived amount ............................................  33 

-123456789012345 

34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)..... 34 -123456789012345 

  Carryover balance Prefunding balance Total balance 

35 Balances elected for use to offset funding 
requirement ..............................................................  -123456789012345 -123456789012345 -123456789012345 

36 Additional cash requirement (line 34 minus line 35) ............................................................................................  36 -123456789012345 

37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 
19c) ......................................................................................................................................................................  37 -123456789012345 

38 Present value of excess contributions for current year (see instructions) 
-123456789012345       a Total (excess, if any, of line 37 over line 36) 38a  

      b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .............  38b  

39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ...........................  39 -123456789012345 

40 Unpaid minimum required contributions for all years .............................................................................................  40 -123456789012345 

Part IX Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions) 
41  If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate the first 

plan year for which the rule applies.  X 2019       X 2020       X 2021 

 

5.01 5.26 5.59

0

71

X

X

X

X

X

0

0

0

826646

58834

0 0

0 0

767812

0 0 0

767812

891343

123531

0

0



Years of Credited Service

Attained

Age

Under 1

  No.

1 to 4

  No.

5 to 9

  No.

10 to 14

  No.

15 to 19

  No.

20 to 24

  No.

25 to 29

  No.

30 to 34

  No.

35 to 39

  No.

40 & up

  No.

Under

25

25 to 29

30 to 34

35 to 39 1

40 to 44

45 to 49

50 to 54

55 to 59 2

60 to 64 2

65 to 69 1

70 & up 2

Schedule SB, line 26a -

Kentmere Healthcare Consulting Corporation Cash Balance Plan

For the plan year 01/01/2024 through 12/31/2024

27-0038268/002

Schedule of Active Participant Data

**Caution** PBGC Segment Rates for Annual Funding Notice (AFN) not yet known for this plan year.  Most recent known rates will be used.



Form 5500-SF
Department ol ihe Treasury
lntemal Revenue Serui@

Department oI Labor
Employe Berefts Seenty AdministBtjd

Pension BeneJit Guaranty Corporation

Annual ldentification lnformation
For calendar plan vear 2A24 or fiscal plan vear beqinninq 0I / 0L / 2024 and endinq

OMB Nos. 1210-01'10
1 2 1 0-0089

2024
This Form is Open to

Public lnspection

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required io be filed under sections 104 and 4065 of the Empioyee Retirement
lncome Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the tntemal

Revenue Code (the Code).

I Comolete all entrles in accordance with the instructions to the Form 5500€F.

A Tnis return/report is for:

B This retum/report is

C Check box if filing under:

I a single-employer plan

I tne Rrst returnlreport

I an amended relurn/report

I a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Oiher plans must attach a list of participating employer
information in accordance with the form instructions.)

! me Rnat return/report

[] a short plan year returnlreport (less than 12 months)

I orvc program

,I

Effective date of plan

07/0L/2020
Employer ldentification Number (ElN)
21 -AA38268
Sponsor's telephone number
342- 4'7 B-7 600

2d Business code (see instructions)

547994
3b Administrator's EIN

3c Administrato/s telephone number

4b rtr.r

4d ptt

D

E

I Form SSSS I automatic extension

! special extension (enter description)

lf the plan is a collectively-bargained plan, check here

lf thls is a plan permitted by SECURE Act section 201 check here

Basic Plan lnformation---€nter all information

li Name of plan

Kentmere Healthcare Consulting Corporation Cash Balance Plan

2a P,an sponsor's name (employer, il tor a singie-employer plan)
Mailing address (include room, apt., suite no. and slreet, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal eode (if foreign, see instructions)
Kentmere Healthcare ConsuLting Corporation

3501 Silverside Rd, Naamans Bldg
Suite 202
Wilmington

3a Plan administrator's name and address Same as Plan Sponsor

4 tf tne name andlor EIN of the plan sponsor or the plan name has changed since the last return/report
filed for this plan, enter the plan sponsor's name, ElN, the plan name and the plan number fronr the
last return/report.

? Sponsor's name

C Plan Name

5a Total number of participants at the beginning of the plan year.....-............

b Total number of participants at the end of the plan year..............-.-.

C{{ ) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item)..........

C(2) Number of participants wilh account balances as of the end of the plan year (only defined
contribution plans complete this item) -

d{1) fotat number of active participants at the beginning of the plan year..-..-....

d(2) fotat number of active participants at the end of the plan year........-..........

1c

2b

2c

DE 19810

€ Number of pariicipants who terminated employment during the plan year with accrued benefits that
were less than 100% vested......,.,.....

Under penalties of perjury and other penalties set forth in the instructions, I declare that I have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolied actuary, as well as the electronic version oi this retumlreport, and io the besl of my knowledge and

1b Three-digit plan number

Carrtion: A nonaltv for the late or incomolete filind of this return/reoort urill be assessed unless reasonable cause is established.

SIGN
HER€

lofir,^ 0.,,- F P, il,T) )\ Charles Cini

Sionature of Dlan administrator Date Enter name of individual sionino as olan administrator

SIGN
HERE

Siqnature of employer/plan sponsor Date Enter name ol individual siqninq as emploYer or plan sponsor
F3r Paneruork Reduclion Act Notice. see {2024\Paperwork Notice,

v.21031'l



Form 5500-SF (2024)

6a Were all of the plan's assets during the plan year,nvested in eligible assets? (See instructions.).....

b Are you claiming a waiver of the annual examination and report of an independent qualified pubiic accountant (IQPA)

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.).-"" """""
lf you answered ,,No" to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

C lf the plan is a deflned benelit plan, is it covered under the PBGC lnsurance program (see ERISA section 4021)? ..... fi V"" I No

g Wereanyfeesorcommissionspaidtoanybrokers,agents,orotherpersonsbyaninsurance
canier. insurance service, or other organization that provides some or all of lhe benefits under

f Hastheplanfailedtoprovideanybenefitwhendueundertheplan?..".".........

g Did the plan have any participant loans? (lf "Yes," enier amount as of year-end-) ..-.-..

lf this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3.\

ffi,,'checktheboXifyoueitherproVidedtherequirednoticeoroneofthe

fiv".INo

lf "yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 541 A52

Financial lnformation
Plan Assets and Liabilities End of Year

;l Total olan assets

c Net olan assets (subtract line 7b from line 7a)...........

8 lncome. E s, and Transfers for this Plan Year

a Contributions received or receivable from:

Others rollovers

b Other income

C Total income (add ltnes 8a(1 3). and 8b)........

d Benefits paid (including direct rollovers and insurance premiums

to

I Certain deemed and/or corrective distributions (see instructions

nistrative servtce commlsstons

Other

h Totat add lines 8d. 8e. 8f. and

I Net income subtract line 8h from line

j Transfersto(from)theplan(seeinstructions). . - --..... . . -.-

Plan Characteristics
9a

b

lf the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructlons:

IC 3H

lf the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characterislic Codes in the instructions

Questions
the plan Amount

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).--..'. - .-.... .-..""

Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

C Was the plan covered by a fidelity bond?......-...-....

d OiO tne plan have a loss, whether or nol reimbursed by the plan's fidelity bond, that was caused

fraud or

b

fiv""[ru"

I Not determined

(See instructions.)

3,836, 464

3 ,836, 464

L,029 , Lo0

L74,110
914,330

250,000

the

2,922,734

2 , 922 ,734

879,466

L49,634

1L4 ,1'7

exceptrons to the notice applied under 29 CFR 2520. 1 01 -3.........................



11

Pension Fu rance
ls this a defined benefit plan subject to mlnimum funding requirements? (lf 'Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) lf this is a defined contribution pension plan, leave line 11 blank and complete line 12 fiv""INo

a Enter the mrnrmum contributions for all years from Schedule SB 5500) line 40 ..................

b PBGC missed contribution reporting requirements. lf 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(cX5) and/or 303(k)(4)? Check the applicable box:

! vu".

! ruo. neporting was walved under 29 CFR 4043-25(cX2) because contributions equal to or exceeding the unpaid minimum required contribution

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

! ruo. fnu 30{ay period referenced in 29 CFR 4043 .25(c)(2) has not yet ended, and the sponsor intends to make a conlribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

n No. Other. Provide explanation

12 ls this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

(lf "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) lf this is a defined benefit pension plan, leave
line 12 blenk and line 11 above.

lines 3.9. and 10 of Schedule MB and skip to line 13.

b Enter the minimum contribution for this plan year ..

C Enterthe amount contributed by the to the plan for this plan

d Subtract the amount in line 12c from the amount in line 12b. (enter a minus sign to the lefl of a

g \lVill the minimum funding amount reported on line 12d be met by the funding deadline? Ivus [*o [run
Plan Terminations and Transfers of Assets

13a nas a resolution to terminate the plan been adopted in any plan yeal?

lf "Yes." enter the amount of assets that reverted to the

Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Iv""INo
G lf, 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.

1) Name of

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and a01(aXa) by combining this plan with any other plans under
the Dermissive aooreoation rules? lXl Yes ll No

I 4b tt ttris is a Code section 401(k) plan, check all boxes that apply to indicate how the plan ls intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(mX2).

! oesign-based safe harbor method

[ "Pnoryea/ADPtest

f| "cunent year" ADP test

ftNn

Iv""INo
il lf a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructaons, and enter the date of the letter ruling

15 lf the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter
(MM/DD^/YYY) and the Opinion Letter serial number-Q ,' tLJ -!L'L .

02/28/2023



SCHEDULE SB
(Form 5500)

DePsrtmeol of the ireasury
iileraal Relonue Service

Depanrenl of ''abor
E{lPioyee Benefus Secur!lr i(,r.rnrstraion

Pensron Benelrl Guarac* Corporalio,

For calendar plan year 2024 or fiscal plan Vear beqinninq o1/or 2t24

OMB No 121C-0110

2024

This Form is Open to Public
lnspection

and endrna 1"2 2d21

Single-Employer Defined Benefit Plan
Actuarial lnformation

This schedule is required to be filed under section 104 of the Employee
Retirement lncome securily Act ol 1974 (ERlsA) and seclion 6059 oi the

lnternal Revenue Code (the Code).

> File as an attachment to Form 5500 or 5500-SF.

) Round off amounts to nearest dollar.
) Caution: A of 51.000 will be assessed for late filing of this reporl unless reasonable cause is established

Name of plan

Kentmere Heaithcare
Pl an

ConsulEing Ccrpcracion Cash Baiance
j B Three.drgrt ,

' ,'un number (PN) > 
I

002

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF

Kentmel'e Healthca::e Consultinq Co::nor:ation
E Typeof ptan. I singte t uutripre-a ! uurriot.-e

Basic lnformation
Enler the yaluation date Month_ 12_ Day j1 Year 2924
Assets:

a Market yalue...

b Actuarial value

Funding target/partacipant count breakdown

a For retired participanls and beneliciaries receiving payment

b For terminated vested parlicipants

C For active participants...

d torar . .

D Employer ldentiricalion Number (ElN)

2? 001t268

F Prioryearplansize: fi to0orfe*", I tot-soo I mor"than500

0i

1i

2 ,943 ,553
? qi? AA:.

(3) Total Funding
T

0

3t,156 33. ?56

2,851, C73 2.851 ,373
) 2, 884

lf the plan is in at-risk status. check the box and complete lines (a) and (b)

a Funding target disregarding prescnbed at-risk assumptions ...... .....

b Funding target reflecting alrisk assumplions. but disregarding transition rule for plans
at-risk status for fewer than ftve consecutive vears and factol

Effective interest rate

Tarqel nornlal cosl

a Present value of current accruals

b Expected plan-related expenses ,

c Tarqet norrnal cosl

oI actuary

iacob S iiaslr.santer, EA, lvisEA
Type or print name ot actuary

Fidus .Lceuaria-1" S."luEions, iLC

PO:ox 3606

F;JUC1I'U liCaCIl

thal have been in

4a

i4b
I > - za /o

6a

6b
6c

826 ,646

Statement by Enrolled Actuary

conlurairon o#e. fiy Dest estma:e ol aa&crpaled expgrsce uade. the pian

G4,,'.10.,':025
Date

2308697
Most recent enrollment nun]ber

,rso-5s0-BS2c

rL

Firnl name

! 1 I lA
Address of the firm

lf the actuary has not fully reflected any regulation or ruling promulgated under the slatule in compleling ihls schedule, check the box and see instructions ntl
For Paperwork Reduction Act Notice, see the lnstructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2024

v.244!11

felepnone number (including area code)



$chedule SB, line 26a -
$*hedule of A*tirre Parti*ipant Bata

Kentmere Healthcare Consulting Corporation Cash Balance Plan
274038268/002

For the plan year A1l0'rl2024 through 1213112A24

Under 1

No.

1 to4 5to9
No. No.

Years of Credited Seruice

10to14 15to19 201o24 251o29
No. No. No. No.

30to34 35to39 40&up
No. No. No.

25

25lo 29

30 to 34

35 to 39

40to4r'.

45 to 49

50 to 54

55 to 59

60 to 64

65 to 69

70&up

'*Caution" PBGC Segment Rates for Annual Funding Notice (AFN) not yet known for this plan year. Most recent known rates will be used.



Schedule SB (Form 5500) 2024 Page 3

Part V Used to Determine Fundin T and T NormalCost
21 Discount rate:

a Segment rates:
! run, rutt yield curve used

7722

23 ru ortatity table(s) (see instructions) I Prescribed - combined I Prescribed - separate I Suo"titrt"

Part Vl lMiscellaneous ltems

" ffi;*lt:: '::: '::: t: ::: :::::::::::':: ::::::1":::'::::":j::::: ::::":: ::": t":" ::"*_:'::::l-::::::'::::'::: :::::'i' ves r ru.

25 Has a method change been made for the current plan year? lf "Yes," see instructions regarding required attachment. .......! v". I f.fo

26 Demographic and benefit information

a ls the plan required to provide a Schedule of Active Participants? lf "Yes," see instructions regarding required attachment.

b ts the plan required to provide a projection of expected benefit payments? lf "Yes," see instructions regarding required attachment.

I
n

ves ! ruo

ves fi No

32

27 tf tne plan is subject to altemative funding rules, enter applicable code and see instructions regarding

Part Vll I Reconciliation of Minimum Contributions For Prior Years
28 UnpaiO minimum required contributions for all prior

29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years

30 amount of unpaid minimum required contributions (line 28 minus line 29) .........

Part Vlll lMinimum Contribution For Current Year
31 Taroet normal cost and excess assets

a Target normal cost (line 6c)............-......... 826, 646

b Excess assets, ifapplicable, but not than line 31a ............. 58,834
Amortization installments:

3 Net shortfall amoriization installment ...... -

b Waiver amortization installment.......

33 tt a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month _ Day _ Year _ ) and the waived amount.

34 Total funding requirement before reflecting canyover/prefunding balances (lines 31a - 3 1b + 32a + 32b - 33)... 16'7 ,812
Total balance

35 Balances elected for use to offset funding
requirement

36 naoitional cash requirement (line 34 minus line 1 61 ,8L2
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line

891,343
38 Present value of excess contributions for current tnstrudtons

a Total if any, of line 37 over line 36 723,531

b Portion included in line 38a attributable to use of and standard

39 Unpaid minimum contribution for currenl n , of line 36 over line 37)...

40 Unpaid minimum contributions for all

Part lX Pension Funding Relief Under the American Rescue Plan Act oI2A21 (See lnstructions)

41 lf an election was made to use the extencted amo.t'zation rule for a plan year beginning on or before December 31 , 2021 , check the box to indicate the first
ptan year for which the rute appties. [ 2ots I zOZo IZOZI

lnstallment



14

15

Schedule SB (Form 5500) 2024 Pase 2 - l-l
of Year and Balances

7 Balance at beginning of prior year after applicabie adjustments (line 13 from prior

8 Portion elected for use to offset prior year's funding requirement (line 35 from prior

9 Amount remaining (line 7 minus line 8).......,.......

10 lnterestonlinegusingprioryeaisactual 1s1urn6f 5-83%.......................^.......

1 I Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 3Ba from prior year),...........-...............

b(1) lnterest on lhe excess, if any, of line 38a over line 3Bb from prior year
Schedule SB, using prior year's effective interest rate of 5 . 01y" .. .. ...

b(2) tnterest on line 38b from prior year Schedule SB, using prior year's actual

return -.--. -.--.-..--

C Total available at beginning of cunenl plan year to add to prefunding balance

d Portion of (c) to be added to prefundino balance

12 Otner reductions in balances due to elections or deemed elections

13 Balance at of current g + line 10 + line 1 1d - line 12

attainmeni

attainment

16 Prior year's funding percenlage for purposes of determining whether carryover/prefunding balances may be used to reduce curent

1 7 tt ttre cunent value of the assets of the plan is less than 70 percent of the funding target, enler such percentage. ...

Contributions and Liquiditv Shortfalls
18 Contributions made to the plan for the plan

(a) Date

0B/27 /2424
03/27/2A25

19 Discor:nted employer contributions - see instructions for small plan with a valuation date after the beginning of the

il Contributions allocated toward unpaid minimum required coniributions from prior years

b Contributions made to avoid restrictions adjusted to valuation date....-.............

C Contributions allocated toward minimum required contribution for curent year ad.iusted to valuation date..............

20 Quarterly contributions and liquidity shortfalls:

O Did the plan have a "funding shortfall" for the prior year? ...............

b lf line 20a is "Yes," were required quarterly inslallments for the current year made in a timely manner?.

C lf line 20a is "Yes," see instructions and complete the following table as applicable:

? (?Q

3,51 B

I na n2 o/

L03 .32 %

100. 0B olo

(c) Amount paid by

891,343

Yes lX No

- [v".nlro
shortfall ofas of end this

1) 1sl {2\ Znd {3) 3rd (4) 4th
of



For calendar plan year 2024 or fiscal plan year beginning
Round off amounts to nearest dollar.

SCHEDULE SB
(Form 5500)

Department Of the Treasury
Internal Revenue Service

Department ot Labor
Employee Benefits Secunty Administration

Pension Benefit Guaranty Corporation

33,756 33,756

Single-Employer Defined Benefit Plan
Actuarial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the

Internal Revenue Code (the Code).

File as an attachment to Form 5500 or 5500-SF.

01/01/2024 and ending

OMB No. 1210-0110

2024

This Form is Open to Public
Inspection

12/31/2024

Caution: A penalty of $1 ,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan

Kentmere Healthcare Consulting Corporation Cash Balance
Plan

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF

Kentmere Healthcare Consulting Corporation

B Three-digit

plan number (PN)

D Employer Identification Number (EIN)

002

E Type of plan: Single Multiple-A Multiple-B

Part I Basic Information

More than 500

I

2

3

4

5

6

Enter the valuation date:

Assets:

a Market value.

b Actuarial value...

Month 12 Day

F

31

Prior year plan size:

Year 2024

27-0038268

100 or fewer 101-500

2b
Funding target/paNicipant count breakdown

a For retired participants and beneficiaries receiving payment..

b For terminated vested participants

C For active participants..
d Total

If the plan is in at-risk status, check the box and complete lines (a) and (b)

a Funding target disregarding prescribed at-risk assumptions

(I) Number of

participants

1

8

9

b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in

at-risk status for fewer than five consecutive years and disregarding loading factor
................................. ..

Effective interest rate.

Target normal cost

a Present value of current plan year accruals
b Expected plan-related expenses
c Target normal cost .

(2) Vested Funding
Target

2,884,829

4a

4b

5

6b

2, 943,663

2,943,663
(3) Total Funding

Target
0

2,851,073
2,884,829

5.26%

826,646

826,646
Statement by Enrolled Actuary

TO the best Of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any. is complete and accurate. Each prescribed assumption was applied in

accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience Of the plan and reasonable expectations) and such other assumptions, in

combination. offer my best estimate of anticipated experience under the plan

SIGN
HERE

Sign ture of actuary

Jacob S. Haslwanter, EA, MSEA
Type or print name of actuary

Fidus Actuarial Solutions, LLC

04/10/2025

2308697
Most recent enrollmentnumber

480-550-8820
Telephone number (including area code)

PO Box 8606

P.'lauelya Beacn FL

Firm name

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2024
v. 240311


