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: B 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
NORTHWEST OSTEOPATHIC MEDICAL FOUNDATION 403(B) DC PLAN (PN) » 001
1c Effective date of plan
03/30/1998
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) 93-0882138
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
NORTHWEST OSTEOPATHIC MEDICAL FOUNDATION C Sponsor's telephone number

503-222-7161

2d Business code (see instructions)

16722 SW DARWIN LOOP
TIGARD, OR 97224 813000

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 3
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
g, - 5¢(1) 3
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 4
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 4
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 08/06/2025 JACKIE FORSYTHE
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 776804 526705
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 776804 526705

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) 2262

(2) PartiCipants........cuoiuiiiiiiiiiiieiie e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 37018
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 39280
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 289379
€ 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 289379
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -250099
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:
2M 2E 2G 3D 23 2K 2F
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 100000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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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).

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

M 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 05/ 01/ 2015

(MM/DD/YYYY) and the Opinion Letter serial number_ J500954A




Form 5500-SF Short Form Annual Return/Report of Small Employee S Row: 10010
Deparymant of $h¢ Treasury Benefit Plan :
Imemal Reverue Sevice 2024
This form i= required to be filed under sadions 104 and 40635 of the Employee Retirement
Deparet of Laber income Security Acl of 1974 (ERISA), and sections S057(b) and 6058(z) of the Internal i
Errptoyen B  Avmrmires Revenue Code (the Cade) 11::23! = Og.e:nw
EEET TS Sv— Cap—. » Complete all entries In accordance with the instructions to the Form 5500-SF.

| Partl l Annual Report Identification Information

_Eor calendar plan year 2024 or fiscsl plen year beginning 0L/01/202a

A This returmireport = for: & a aingle-employer pin

and ending )
Da mulliple-employer plan (not mutiemployer) (Pensicn Plan filers chockmg thiz box

12/31/2024

must aRach Schedute MEP. Other pians must atiach 3 kst of participating employer
informsalion in accordance with the form Instructions.)

[] the frst retumirepont []the snal returrvrepont

U an amended retum/report

C Check box If filing under. & Form 5558 [ Jeutomatic extension
D specii extension (enter description)

B Thi= returnireport is

D irthe phen s = collectively-bargamed plan. check here .. B

—

Da shorl plun year returnireport (less than 12 months)

D DFVC grogram

)

E i this 15 a retroactiv: mitled by SECURE Act section 201, check here
f Part lBasncPlanMonnabon enter 2l requested Information

1a Name of plan

1b Three<digt plan number

Northwest Osteopathic Medical FPoundation 403(b) DC Plan PN) D coz
1c Effective date of plan
03/30/1998
2a Pian sponsor's name (empioyer, if for @ single-employer pian) 2b Identifistion Number (EIN)
Maifng address (Include room, aptl., suiis no. and strest, or P.0. Box) 93-0882138
City of town, siste or pravince, country, and ZIP of fereign postal code (if foreign. see nstructions) e - g
Northwest Osteopathic Medical Foundation C Span=cc's tnlcphone number
503-222-7181
16722 SW Darwin Loop 2d Business coce (see Instructions)
Tigard OR 97224 813000

32 Pian administrator's name and address @s:{r-rae a= Plan Sponsor.

3b Administrater's TIN

3¢ Adminisators teieohone nLmber

L l‘thenameand:orElNom\epiawpomorutphnnmnasomwﬂmuwehzmmn 4b Emn
Sed for this plan, enter the pian sponsor's name, EIN, the plan name and the pisn number from the e
lsst relurn‘report 4d rn
@ Sponsors name
C Pian Name
Sa Total number of participants at e beginning of 1 PIaN ¥8aT....ooooooeoee Sa 3
b Total number of participents at the end of the pian year.. & Sb 4
c(1) demm;wombamasofmebegmngdmmnm{om defnad 5¢(1) s
conkribution plans complete this BM) . ... oo 3
c(2} demmmmmmasdhaﬁof:muanm(«woeﬂm 5¢(2)
contribution plans complets this MOM) . .o e 4
a{1) Total mc.mm@mw;mmomephnw...... 5d(1) }_
A(2) Tokl numbar of actve parbcipants at the end of the plan year . 5d(2) 4
e Numbworpemmpantsmmmmmmmmmmﬁhammm 5e
were less than 100% vesbed_........ 0

Caution: A Tor U late or inc ﬁll otthls netumf

mll be msod unless reasonable causc is established.

Under penalties of perury and other penaities et forth in the insirictions, | declare that | have examined this retumireport, including, if applicable, a Schedule
SB or Schedule MB compleled and =i byan erlt?actmxy &z well == the clecironic version of this relurniregort, and to the best of my knowiedge and

_belief #is! L

SIGN _/ / - (_,/"/,'ﬁi---\/ 08/06/2025 |Jackie Forsythe

T of plan administrator Date Enler rsme of individuai signing as pen sdmiristrator
SIGN

R Signature of employer/pfan sponsor _ | Date Enter name of mdiviiua! signing 2= empiloyer or pian sponsor




Form SSOO-SF (2024) s Paged

— S —

6a

Were all of the plan's @xsels during the plan year mvested in elfigible assel=? (Sec iNSIUCHONS.). ..o e, -

b Are you dsiming s wasiver of the annual examination and report of an independent quatiad public accountant JOPA)

under 29 CFR 2520.104-487 (Sece instructions on walver elgibiily snd conditions )

If you answered “No™ to either line 82 or linc 6b, the plan cannot use Form 5500-SF :ndmsmsteadusel’omssoo.
€ Ifthe plan i5 3 datned benedt plan, is it covered under the PBGC insurance program (see ERISA saction 4021)?
If “Yee' is checked, enter the My PAA confirnaton number from the PBGC premium fling for this plan year

@ Yus D No
i ves [] mo

[ ves [Ino [ Not determined
{Se2 mstruchons.)

| Part il | Financial information

7 Plan Aszets and Lisbiities {=) Beginning of Year {b) End of Year
a Total plan 885618 ..o el 73 776,804 526,705
b Total pian liabilities .. SR e R e 2 7b
€ Net clan assets (subtract ine 7b from line 7)... 7c 776,804 526,705
8 income, Expenses. and Transfers for this Phen Yessr {3) Amount {b) Total
a Contrbutions recaived of recedvabie from.
{1} Empioyers IR, | 2,262
{2) Particpanis e . 3al2)
{3)_Crthers (including roliovers) . AP LA O 8a2(3)
b Other income (loss) s e SR B b 37,018
C_Total income (add lines 8a(1). au(Z) 82(3), and 8b).... ) Sc 39,280
d Senetis pald mduding direct rollovers and insurance premiume
Y T SRR W - 289,379
€ Cenain deermned undior comedtive distributons (see instrucions) . 3e
f Administrative senice providers (salaries, fues commissions) . of
e AT o e I R o DR o
h Total expenses (add lines 8d, 82 8f and8g) ... _._ sh 289,379
i Nei income (loss) (sublract line 8h from line 8¢)................ ... 8i ~-250,0%2
j Transfersto (from) the plan (See NSTLCUONE) .co............ 8
| - -
| Partiv | Plan Characteristics
83 |Ifthe plan proviaes pension benefits, enter the appiicabic pension teature cooes from the Lis! of Plan Charactenstic Codes in the instructions
2M 2E 2G 3D 23 2K 2F
b |1fthe pian provides wellare benefs, unter the apphcable wellare feature codes from the Lzt of Plan Charactenstic Codes i the insdructions:
i Part V l Compliance Questions
10  During the plan year: Yes | No Amount
a Was there a failure 1o transmil Lo the plen any participant contrbutions within the time period
described in 23 CFR 2510 3-1027 Continue to answer “Yes™ for any price year failuras untl Rilly
comected. (See Instructions and DOL's Violuntary Fiduciary Comection Program)... : 10a £
b Were there any nonexempt transactions wilh wny pndydnmre"’ {Do not inciude transactions
reporied on ine 10 ) AR e TN ety & X
€ Whas the plan covered by a fidelty DON? ..o g 10c | X 100,000
d Did the pian have a joss, whether or notmmbtmdbyme pnanswenym thal was ceusad
by fraud of dishonesty? ..o 10d X
€ Wiere any fees or commissions paid to any brokers, agents, or sther persons by an insurancs
carmer, hsurance service, or other organzzation that provides some or 2l of the benefts under
the plan? (56 NSTUCIONS.) ... —oce oo ceeeeeceermeceme 10e <
f ziusﬁzp&an:an:a’npmvmanymﬁmnwemrhepnn? ........................ - | 101 X
g Oid the pian have any perticipant louns? (If “Yos,” enter amount &3 of year-end) ............ 10g X
h it this is an ndidusl sccoont plan, was thare a biackout perind? (See instructions and 29 CFR
2520.101-3.) 1o X
i If 108 was answered “Yes," mammrywaupwwmmmnm«mom\e
excepiions 1o providing he molice applicd wnder 29 CFR 2520.101-3. ..., | 10




Form SS00-SF (2024) Pege3-| |

Part VI_| Pension Funding Compliance

11 Isthis a defined benefit plan subject to minimum funding requirements? (If "Yes,” 5o ingtructions and compiete Schedule SB
rFomSSOU)andhrsnaandbbcwil'mnsaoemacowbmmnphn leawmnbiam(andcomple!:bnﬂ? U Yas D No
L I SR R S B Ol 2 dlaad s .

e e S ——

a Emermeunpandmummreqmdmmnsmaummmmsa@om'ﬁomwm_ ................ 11a |

b PBGC missed contribution reporting requirements. If the pian is covered by PEGC and the amount reported on ine 113 is greater than 50, hes PBGC
br.-c-'l nolified s requred by ERISA sechons 4043(c)(S) andor 303(kN4)? Check the applicable box:

_! Yes,

D No. Reportng was walved under 23 CFR 4043 25(c){2) because comnbutions equal to or exceading the unpard mnimum required contribution
viere made by the 30th day afior the due date.

[] No. The 30-cay period referenced in 20 CFR 4043.25(c)(2) has not yet ended, and the sponser intends fo make 3 Contribubon equal 1o of
exceeding the unpaid minimum required contrnibution by the 30th day sfter the due date

L_j No. Cther. Provide exgienation

12 Is this a defined conlribution plan subject to the minimum funding reguirements of section 412 of the Code or section 302 of
ERISAT e
(IF ~Yes,” completn kne 123 or ines 12, 126, 12d, =nd 12= beiow, 35 ppicabie.) It i & Gefned bemeht pansion plan, feave [ ves B %
ine 12 blank and complele line 11 above

a ifawaiver of the mmum&mﬁrgshxﬂa:d fara mwwsmmmmmwuﬂr see INSructions, and enter the date of the letter ruling
grantngthe walver. ... .. ... 2 N SN .._.._...Month Day Year

If you complated hine 1 lines 3.8, ardﬂof&:indulem 5500 andshpbheﬁ

b FEnéer the minimum required contribution forthisplsnyear ST B

C Enter the amount CoMMbuted by the employer to the plan for thes DIBNVEAr .o .. | 12¢

d Swtractmeamownnﬁneuz:lram!}zanoummlmmb =m«mm<mrammagnm-mmma

1
ative amount — R — - -

e mmcmmummmmamomwpcnedonh12:1beme:wmemmmm'?......_........... ) " [J Y= [Jne [J na

Part Vil | Plan Terminations and Transfers of Assets

132 Ha=a rosokation o ferminate the pin been adopled nanyplonyear? Yes [ No

a I “Yes™ enter the amount of any péan assels el reverdsd o the employer s vear. ... 13a

b m:utmmmmmwaMm tram:ompmo:b:wgmumm D Yo g No
condzol of the PRGC?._. — SR N e e S T MR b 2

C It during this pian year, any smsets or Exbiites were transfemed from this plan to another plan(s), ientitly the plan(s) lo
which assats or Eabiibes were transferred. (See metructions.)

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

| Part Vill | IRS Compliance Questions

14a Dscesthe plan satisty the coverage and nondiscrimination tests of Code seclions 410{b) and &1(:}(4) by combining this plan with any other plans under
tha permssve agoregation res? [ Yes [ No

14D It ths is & Code section £01(k) pian, check all boxes that apply to indicate how the pl:ln is Mtended to satisty the nondiscriminution rnqwrcnm:s tor
employee deferrals and employer matching coninbutions (as applicable) under Cade sections 401 (KN3) and 401(m)(2).
[] Design-besed mfe harbor mathod

I-l “Prior year” ADP test
[] "curent yeae ADP test

g mia

15  ifthe plan spon=or i an adopter of a pre-appraved plan that received 2 favorable IRS Opinion Letter, sater the date of the Opmion Letter 05/01/2015
(MMWDDVYYYY) and the Opinion Letter senal number J5009543 -




