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
LAKE CUMBERLAND PEDIATRIC DENTISTRY 401(K) RETIREMENT PLAN (PN) > 001
1c Effective date of plan
01/01/2018
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) 83-1020736
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
LAKE CUMBERLAND PEDIATRIC DENTISTRY, PLLC C Sponsor's telephone number

859-421-7838

2d Business code (see instructions)

100 HARDIN LANE, SUITE A
SOMERSET, KY 42503 621210

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 10
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 10
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 9
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) 10
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 10
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 10
€ 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. 08/07/2025 DR. ANGELA GABBARD
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 292544 373008
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 292544 373008

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) 12884

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 30830

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 37380
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 81094
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 630
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 630
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 80464
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:
2 2G 2F 2K 2M 2E 2T 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 29255
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).

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_ Q702937A,




Form 5500-SF Short Form Annual Return/Report of Small Employee M Noa. 1241040
Depaitment of-the Treasury BenEﬁt Plan —
Intemal Reveniss Serves This fotmi is reqiired tor befiled under sectieris 164 and 4065 of the Employes Retirement | 2024
~ Depaiiment of Labor mcome.Secarity Act of 1974 (ERISA), and sections B57{b)kand 8088(a) of the Internzt ‘
Erfipioiyes Henefils Ssowity Administiatior Revenue Code: {ttie Code). Ttgs ;onn is:Opon to:
o ablic Inspection
PE'J’_.@“B“”&‘ Guaranly Corparation ¥ Comipleté alk-entries: in-dccordance with the instructions:te the Forni 5500-SF. e nee

Annual Report Identification Informatior
Forcalendarplanyearzmurﬁscalplanyearbegnhmg 01/01/2024 _ -and ending _12/31/2024

A This returnireport Is Tor: E a single-employer plan Da multiple-smployer plar (not multiemployer} (Pension Plan flers checking this box

mustattach: Sechedule MEP: :Other plans must atfach = list: -of participating employer
infohmation in accordanics With the-form instructions. 3 ' ) ' )

B Trils returmirepart is D ihe first returrireport D the finai returnireport
[ ] an amended retirnveeport [ Ja short plan year rémmireport (1636 than 12 metiths)

€ Check box if filing under: E Form 5558 Dzautomaﬁn‘exmnsiun DDFVC program
[ speciat extension feriter dascriptiony

D I the plaris 2 collectively-bargained plan, check bere ... ... . -

E If this:is-a retroactively. adopled plan permiitted: by SECURE.Ack section 20T, check et ..o i D
Basic Plan Information—enter ail requested-infarmiation

1a Name of plan | 1B Thiee-digit plan rumbéar
Lake Cumberland Pediatric Dentistry 401 (k) Retirement Plarm __ (PN} > 001
' | 1¢ Effective tate:of plan
01/01/2018
2a Plan sponsar's name (smployer, if for'a single-empioyer plan) | 2B Employer ideniffication Number {EIN}
gllat;f:r;g mess;t{;nﬂ-ﬁ:ﬁ;r; sgigntt; !t:nréo Zl?grsft::! ! zs?al %:;)éza (it foreign, see instructions) | 83-1020736
Lake Cumberland Pedlatrj'lc Dentis t'ggi:, PLLC g Zc: Spansor's teleghone numbalf‘

B59-421-7838
| 2d Business code fsee instructions)

100 Hardin Lane, Suite A

Somerset KY 52503 | 621210

3a Plan admiristrator's naine arid address: [X|Same:as Plan Sponsor. 3b Administrator's EIN.

3¢ Administrator's telephone iumbar

4 fthe narpe andfor EIN of: the plan:spoansor-or the:plan narse hay changed since the lagt redurnifeport 4b EN
filed for-this plan, enter the p/an sponsor's name,. EIN, the plan name and-the: plan: rumber from the

{ast retumiréport: | 4d PN
a Sponsor's name
€: Plan Name-
Sa Totalnumber of participarits at the: beginning af fhe PIAN Y& ..o oo ‘ Sa 10
b Tetai:Aumber of participants atthe-erid of the plaryear... S Sl & [ 10
©{1) Rumber of participasts with account balances: asof the begmnmg a-f theptan year (only deﬁned 5&(1}
vontribution plans GOMPIEte IS HEIMY ..o e " I R g
¢(2) Number of participants with accourit Mnoes as of the end of plan year (on!y deﬁned 5e(2)
conifibution plans complete-this fem. oo cuwiaiiais v . i ] ek 10‘
d{1) Total number-of active participants 2t the begmmng ofthe plan year... S S ] 51'1(1) 10
d{2) Total number of active participants at the.end of the plan year..... o _— S4(2) 19
e Number of paricipants who terminated employment during: the: pian year wrth anefuedbeneﬁts mat Se 0
were lessithan: 100% vested.... .

Caution: A penaity for the late or incomplets filing of tl-ns remmlramﬂ wﬂ[ be assess: assessed unkss reasonablecauee is established.
Under penalfies:of perjury and pther penaities: set fort in the instnictions, 1 declare that.[ have exarnihed this returrdreport, Including, if: applicable; & Scheduie:
5B or Schedule MEB coripleted and signed: by @i anmiled actuary,[ as-well as the electronic version ofithis retunﬂreport, and i6 the best of. myknowledge ‘and
belief, it |s true, correct, and.complete:. _ .

Dr. Angela Gabbard

atyre of plan gdministrator; Date: | Eriter- name of individual signing as plan adrminisirator

,z%//n//“?//é/,uj)

yet/plar Sponsor 5
Far Papenwoik Raducﬁun Act Notice; ses the Instrctions for Form SSW-SF 2 ’7




Form 5500-6F (2024) Page 2

B2 ‘Were all of fhe plan’s assets duringthe plan yearinvested in-elighble assets? (See instructions: ). .. sraraerenn mereonn it tan @ Yoy D ‘N6
b Are you:claifring a walver of the annual exatminatioh.and: report of an mdependent qualified publtc: acmumant(lQPAJ — .
uniler 29 CFR 2520 104467 {Ses instuctions on wajver: eligibility and. CONAHIONS. Jov- s rverevrmeeseemamarnessmsorremssermreen - @ Yes D No
I you answered “No™to-either line 6a orline. §b, the:plan cannot use Form 5500-5F and must instead use Form: 55&11 B
© ffthe planis a.defined beneft plam; is it covered under the PBEC insurance program (see ERISA section 4021)7 ... [ ves [JNe [] Notdetensined
1 "Yes" iz.checked, enter the:My PAA confirmation: number fom fie PBGC premiumxfiling for this plan year - {(See insfuctions)

Plan Assets arid Linbiliies

_)BeginningofYear |  (bjEndofYear
A Total plan assets ..., i e 292,544 373,008
B Total plan GEBIITES, ..ot sscce e '
_€ Newianassew(subtraomnemfmmrnﬂa) 292,544 373,008
8 Income; Ekpenses, and Transfers for this: Pan Year' {a)-Amount

a 'Conmbi.rﬁonsreeeived orreceivable from: g

I crseascresssaas e | BAEE) 12,884
e | B3y | 30,830
(3} Others (iricfuding roHOVErs).. i i | Sal3)

b Other income (Iuss)--‘.‘. 8b

37,380

W Totil expenses (add fifies 8d, BE, B, 8 BEY: wucscermsorsessieniisiins |
i MNetincome (toss) {subtract fine 8h fromline Sc)....
i Tlansfers to (from) the plan {se& mstruchons)

9a | If:.he ptan prewdes pension benefits, enter the applicable pension feature codes ffom the List of Plan Characteristic Codes in the insiructions:
] 27 2G 2F 2K 2M 2E 2T 3D

b ])Fthe:plan provides-welfare benefits, enfer the appiicabile wetfare feature codes from the |List of Plan Characteristic Godes in the mstructions:

10 D].lring the piam year: | Yes | No Amount
a8 Wasthered: fallure 1o ransmilt o the plan any paiticipant confributions Wwithin the fime penod
7 X
b
reported-on line 10&.;‘..“.....‘,7‘,, ..................... I | 108 X
& Was the plan covered by'a fidelity boRd?......... T S — R ) { 25,255
d Did the plar have aloss, whether or rnctrelmbulzsed by 1he piart sfdelrty biorid; fhat was-caused '
by fraud or dishonesty? . ......... e . —— .| 1od X
‘@ Were:anyfees or-commissions. pajd o any brokers agents, or other ‘pRISGNG by an mauﬁmoe
carer, insurance service. or other prgamzatmn that prowdes some or-all of the beneﬁts ‘under ¥
thé:plan? (See INstriscions. ). ....c.... g . S——— 108
F Has the plan faled fo provide:any benafit wheri due under the plan? e | 4 OF X
g Didthe: plan have any parficipant loans? (I “Yes,” enter:amount as of yearend;] ... < | qog
h \fthis.is arindividiial aceburit pfant wasthere a blackoit péred?¥ (See instruetions and 20 CFR
2520,1013.) ... B R X
i 110K wasanawared"Y check the box |f you erther prowdedth' ; ‘equ:red nofice-or one of fhe
exGeptions:to providirg the notice spplied under 28 CFR 2520.101-3 PR - | 16




Form 5500:SF (2024). Page3- |

Pension Fanding Compliance

11; Isthis:a defined benefit plan subject to minimum ; funding requirements? (K “Yes” see insfructions and complete Schiedule SB

(Form 5509) and lines ﬁa and b below.} iftisis a defined contribution penstcm plar;, teave line 11 blank:and com;ﬁete line 12 [T ves [] mo
below........... s e e e st ) =

e B T T TV R S A S T

d._Enter the.gnpaid minimum required contributions for al[years fram Schadule 8B tForm 5500) e | 112 I .
b ‘PBGE missed coiitribution. egporting requirements. ifthe plan is covered by PBGC and the amcunt repottad oi jine T1a i greater thar $0, has PRGE
been nofified as requirsd by ERISA sections 4043(c)(5) andior 303tk)(47 Check the applicable bix:
Yes.
D No. Reporting was walved urder 29:6FR 4043:25(c)(2) beeause contribufions equal to or exceedirg the unpaid. minimubr required contribation:
 were made bythe 30th day. after te:due date.
D Ne. The 30-day period refereniced in 20 CFR-4043, 25{c}2) tias niotyet ended, and the: sponssicintends 1o-make a contribution squslts o
exceeding the unpaid minimum required contribution by the 30t day afterithe due date.
D No. Gither. Provide explanation

its-of section 412 of the-Code or section 302 of

fif "Yes complete line f2a 5 isia definéd benefit pension plan; loave. [] ves E Ne

Jiria 12 blank and eomplete lifes:

a H a waiverof the minimi fundmg standard for-a phor yeans bemgamnrhzed inthis plai year, see mstmctlons -and enter the date of the: letter ruling;
grariting the waiver. .. e s e b rpveesis .- Month Day Year

I vou completed line 123 cnmpletalines 3 9, ancf 1naf5ch9duleMB {Form 5500}, and: skiptolineﬁ

b Enter thé minimium regiiired contribution fr this plar year .. S bttt 12k

€ Enterthe amount contributed by the employer to thia planfor this pian year ..o 12¢

d Sublract the amount ir lire 12c from the: amountin line 12b: Enter the result {enter'a minus sigh tc the left of a f2d
NETALVE BEIOUBE - e s s resesscases g steeseeeecomsesacsees

S [ ves [ no [] nm

13a Has -aresolufion to terrn[nate_me plan'been adapled:inarny plan year? ... s s g e e D Yés E No
A, ¥ *Yes! enforthe amountof'any plan assets that reverted fo-the. enminyer tmsyeaf — 13a |
b Were alt the: plan:assets distrilmited 1o parﬁc:pants or beneﬁc:ames, transfarred fo another plan ar bmught under the D Yes @ No
contm]ufthsPBGC? P eusanis o . L] Yes g No

€ If, during this: plar any a or liabilities weré trahsfeited’ from this plan to-another p!an(s},.identify the plan(s}tcr
“whichi asséts.or Hab:!lﬁes Wer transfeifed. {Seé instrucfions.)

33ci1) Name of planis): _

A3 PN

ParcYil.]_IRS Compliance Questions
4145 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 agaregation:rules? [ ] Yes [X| No

“14b Ifhms a Code section 404 {ky:plan, ctrack alt Boxes that: apply o indicate how the planis intended to safisfy the:nondiscrimination requirements for
employes deferrals and employer matching coniributions (as applicable) under Code sections 204 {5(3) and 404 (m){2);

] Designbased safe harbor method
D '(Pmryea]" ADP test

15 ke plan sponsor i an adopler of & pre-apprmrad plan that received a favorable IRS Gpinion Lefter, erfter the date of the Gplmnn Lefter 06/30/2020
_(MMIDBAYYY'Y)-and the: Opinion Letter sefial number. 2702937




