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
ANESTHESIA ASSOCIATES, P.S. 401(K) PLAN PN) D 004
1c Effective date of plan
01/01/1993
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) 91-0854525
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
ANESTHESIA ASSOCIATES, P.S. 2c Sponsor's telephone number

509-747-2158

2d Business code (see instructions)

P.O. BOX 21040
SPOKANE, WA 99201-7179 621111

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 ..............c.o.covevoceeoeeeeeeeeeeeeeeee 5a 82
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 86
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 83
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) 86
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 58
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 65
€ 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. 08/22/2025 OLGA RYAN
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 33349694 38201457
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 952
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 33349694 38200505

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) 1703826

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 936952

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 4424335
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 7065113
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 2107046
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 107256
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 2214302
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 4850811
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 2K 2R 3D 2A
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 500000
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.ccccccvueuene 10g X 155223
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)

Page 3-| 1

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_ Q703945A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee 1510.0080
Dhu:rn:u of tha m Benefit Plan
= T:'ufmh is reguired i be filed under sections 104 and 4085 of the Employes Retirement 2“24
Securty Act of 1974 (ERISA), i
D-p-ml.m noome by Act & ‘mﬁumfém{m and G058(a] of the knbamal This Form is Opon to
Publie Ingpecti
FOp N LA et i »_Complete all entries in accordancs with the instructions 1o the Form S600-SF. e,
[ Partl | Annual Report identification Information
Far calendar plan year 2024 er fiscal plan year beginning D1/01 /2024 g ending 1273172024

A This returnireport is for; @ & single==mployer plan

[ | & muttiple-empayer pan {rot musemgloyer) (Pensicn Plan lers checking this bax

irfcrmation in accandancs wilk the fom i

sl aflach Schedule MEP. Ciher plans must attach a |hTD‘fFIII1H!WH} amgoyar
nsfructions, |

[] e first retumirepart [t final retuniraport

|:| an amended retumiepoer

C Check bax if filing under [ Fom ss58 [ ] automatic extersian
[ ] special extension {anter description)

B This retumirapart ks

D i the plan is a coliectively-bangained plan, check BB .. .

"] & short plan yesr returmirepar (less than 12 maenths)

|:| DFVE program

E_if this s a retroactively adopted plan permitied by SECURE Act section 201, check hare ...
Partll | Basic Plan Information—enter sl requested indormation

1a Mame of plan

ANESTHESIA ASSOCIATES, P.S. 401 (K} PLAN

1b Theea-digt plan number |
(PN b 004

1c Effectve dale of plan

01/01/19%3

28 Plan sponsor's name (emplayer, i for a singla-amployvar plan)
Mading sddress (iInclude room, apl., suile no. and sires!, or P,0. Box)
ity ar lown, state or provinge, couniry, and ZIP ar fareign postal code [# lorsign, ses instruciians)

ANESTHESTA ASSOCIATES, P.5.
P.0. BOX 21040
SPORERNE WA 93201-7179

2b Employer idanification Mumber [EIM)
91-0854525

2t Sponsor's telaphans number
309-747=-2158

2d Business code (Bes instnuctions)

621111

3a Plan administrator's name and address Hm = Plan Spansar,

| 3b Administrator's EIN

de .;dn-u'ﬂmln-': l=lephone number

4 ¢ tha name andior EIM of the plan sponsor or the pian name has changed since the last relurndapcet | 4B EIN
Tied For this plan, enter thea phan sponsor's name, EIM, the plan namws and the plan number from the
kasl reburmireport, 4d P
@ Sponsod’s name
C Plan Name
Ba Tolal number of paricipants &t the beginning of the plan year R Sa B2
b Total numbar of participants at the end of the plan year ... i Eb ae
€(1) Number af parlicipants with account balances as of the beginning of the plan year (anly deSned
CORTENGON PIANS COMMIEIR TS SN ... oo piokemomi Be(1) B3
c(2) mm:ﬂpankqmuﬂmmmmm“nnh..-mdnnrupanwmmr,-mm 2
cortribution plans COMPIEIE BUIS HEMY..........o...oroosees s 5e(2) B6
(1) Total number of active participants at the beginning of the PN YEEF ... ... ... 5d{1) 38
65
0

Linder penalties of

pefury and other penafies sel forth in the instractions, | declane that | have examined Bis miumireport,
Sﬂwﬂmmuammwwmﬁhym enrolled actuary, 85 well a8 the alecironic version of this retumirepert, and b thes best of my knowledge and

] q:;.nllul:ﬂa. a Schadule

; /22 /2s25]01ga Ryan
Signature bl’;@'_nlmhm_ Diate Entter name of individual signing as plan administrator
I_— i
af diplan sponsar Dyt Eriter niama of Individual i a4 ar plan spnsar
Fer uctian Act Notice, see the Instructicns Tor Farm Foums S500-8F (2004)

w. 240311



Form SSI0-5F (2024) Page 2

6a Ware all of the plan's assats during the plan year invested in aligible assels? (See nstrucions. )

b Are you claiming & walver of the annual axamination snd report of an indapendant qualified public socountant (IGPA) .
under 26 CFR 2520, 104-407 (e Insbruclions on walver eigiility and COnMIONE.}..........o...ce.coceco st snrssssas ettt H ves | | Mo

If you answered “Ma” to sither line 8a or line &b, the plan cannel wse Ferm 5500-5F and must instoad vse Form 5500,
€ Mihe pian is a dafined benefi plan, i i coversd under the PBGC Insurance progrem (see ERISA section 402117 ... [] ves [Ino [ Mot getemined

T *¥es™ is checked, anter the My PAA confrmaion numbser from the PBGC premium fiing for this plan year

. (Ses Instruclioas.)

[_Part lll_| Financial Information

T Plan Assats and Lisbilties {a) Beginning of Year ib) End of Year
8 _Total plan azsels _........... e S L il Ta 33,349,694 38,201,457
b_Total plan labililes. ... ... i) g 352
G _Nat plan asasts (subtract fine T from Ane 78], Te 33,349,691 38,200,505
B Incoms, Expenses, end Transfers for this Plan Year Amait b Total
8 Contributions receivad ar receivable fram:
Baji) 1,703,826
{2) Parcipants..._..._..... i A e Ba(2) 536,952
(3] Othars (including rollovers).. .. ............. e i P Bafa)
e 8h 4,824,335
C_Total incame (add fines Bai1), 8a2), B&{3), and 8k} .. .. | Bc 7,065,113
d Benafits paid (incuting direst roliovers and insuranes premiums
ba T | e e LS TS ad 2,107,088
B _Cortain deemed andior comective distributions (ses instuciians), s
f_Administrative servioe providars (salaries, fess, commissions) ... B 107,256
Oher B ., ey s PP P e LI S i Bg
h_Total expenses {add lnes 8d, Be, 81, and Bl Bh 2,214,302
I__Mat income (loss) (sublract line 8h frem line 8¢).... ... ) i 4,850,811
| Transters to (fram) the plan (see instuctions) ...
| Part IV |P!_gr| Characteristics
88 |If the plan provides pension benefits, enter the applicable parsion feature codes from the List of Plan Characlerstic Codes in the instractians
2E 2F 2G 2J 2K 2R 3D 2A
b |memm weifare borafits, ander the applicable welfone feature cosles fram the List of Plan Chatscteristic Gooes In e instructicns:
| Part v | Compliance Questions
10 During the plan year: Yas | No Amaurt
a8 Was there a fallure ko ransmil 1o the plan any pamicipant ceniibuions within the time peniod
described in 28 CFR 2510.3-1027 Continue to answer “Yes® for any prior year tailures untl fully
corrected. (Soe instructions and DOL's Voluntary Fiduciary Corection Program)....... ... 10a X
b Were there any nonexempl transactions with any pary-in-intarest? (Da not ncluge reneacions
TR I O TM T YL vt it e o s e b e e ik K
€ Was the plan 0overed by  fdelily BOMG? ......ococoomsremsimsesieniomississessessiesiees 10e | X 500, 000
d Did the plan have a loss. whether or not reimbursed by the pian's Sidelity bond, thal was caused
A Ry e e e e e S e R B 10d x
8 Were ary fees or commissions paid bo any brokers, agenis, or other persans by an insurance
carfier, insuranca sarvice, or other organization that provides some or al of the benelits under
the plan? (S6 IEIEEEONE .. oo cepeeesrresnres e S e 100 "
f  Has the plan failed to provids any benefit when due under 018 PIBAT ... ..o 10t
@ Did the pian have any paricipant loans? (f “Yes,” erier amouri s of yearend ) ... ... . 10g | X 155,223
h I this is an individual account plan, was there & blackout panod? (See Ineructions and 23 GFR
N S e A e O m A e { ayAE h LoE] | 10m X
I It 10h was answarad “Yes,” check the box if you either provided the requined notice or ane of the
gmsaplians & providing the notics applied wnsar 280 CFR 2E200101-3, e, | d0d




Farm S500-5F (2024) P'agrf'.“-—| |

| PartVi_| Pension Funding Compliance

11 s this a defined beneft plan subject to minimun funding reuiremants? {If “Yas,” ses nstructions and corplets Schedule SB
{Form ES00) and lines 11a and b bedow, ) If Bhis i5 & defined contribution pengion plan, keave line 11 bank and completa ling 12 |:| Yas |'| M
[ A e T e L T e S e A T TR i i A R S T e

Enbar the unpaid minimum required contribulions for all years from Schedule 5B (Form 5500) 8ne 40, ... | 118 i

b PBOC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reposd on ine 11a is greatar than 50, has FEGC
been notified as requined by ERESA sections 4043(ck5) andior J0HK)4]? Chack the applcable box:
Yes,

[:| Mo, Reporting was walved under 28 CFR 4043 28{c)i2) because contribulions equal io o excesding the ungaid minimum required contribution
wese made by the 30th day afler fhe due dabe,

|:| M. The 3l-day pariod referenced in 20 CFR 4043 28{c){2) hes nol ved ended, and the sponsor infands o make a condribution eqisl to o
excesding the unpaid minimum required conribulion by the 30%h day after the due date,

[] Mo, Cther. Provide explanation

12 15 mis & defined conlribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

BRUBE il it A e e e g e b e n Yas l‘j o
{f “Yes." complete line 12a or ines 120, 12c, 12d, and 12e below, &5 applicabie.) If this s a defined benefil pension plan, leave

ling 12 blank and complete line 11 abowve,

8 Ifa waiver of the minimum funding stendard for 8 prior year is being amaried in this plan year, 5es instrucions, and enter the data of the lether nding
Ko L) PP e R T o N LR R Sl = S Wanth Dy Yt

lnes and 10 of Schedule MB (Form 5 and skip to ling 11_.
b Enter the minimum required contibubion fr s PN YBET ................o.oo..ooooooooroosoeeoeosoooooessoso 12b
€ _Enber the amount contributed by Bhe employer (o the plan for tis pam VEEE ..o Sitaifi T
d Subiract the amount in line 12c from the amount in line 126, Enter the result (anter 8 minus sign ko e kel of a 124
BOTWIIMED. oo i s st s e 1 o 1 s S AL b S e e 4 A PR ¥ e et i L1 s

8 Will the minimum funding amound reparied on line 12d be med by the funding deadine?

[] ves [] wa [] min

Part VIl | Plan Terminations and Transfors of Assets

138 Has a resoiuion to tarminate e plan been acopiod in 80y N YBAIT _.._.._..._... ..o [| ves 4 mo
8 i "Yes,” anter the amount of any plan assels that reveried b the employer this Yoar ... ... ... 138
b were all the plan assets distributed |6 padicipants or banaficiaries, transfsred ta ancther plan, or Brought under the |:| Yes @ Mo
o e PR o o T e P e i e

€ I, during this plan yoar, any assets of llabiilies wera transfered from his plan o anofher plan{s), idenddy the planie) 1o

which assets or liabiilies were ransfemed, (See nsiructions. )

13&(1) Mame of planis): 13&{2) EINjg) 13¢[3) PN[s)

[Fart Vill | IRS Compliance Questions _

14a Does the plan satisfy Me coverage and nondiscrmination lests of Code sections 410(b] ang 401(a)(4) by combining this plan with any cther plans urder
_the parmissive aggregation rules? ] Yes [] Mo

1--I~|:iI If tis is & Code sechon 4011k} plan, check all boxes that apply o indicale how the plan is imendied to aatisty the pandiscrimination reguinsmants Toe
employee deferrals and amployer malching contributions (as applicable) under Code sections 401 (kN3] and 401 (m)(2).

3] Design-based safe harer method
[] “Priar yase ADE test
[] “Cument year ADF tmst

] s

15 i the plan sponsar ks an adogler of @ pro-approved plan that received @ favorabie IRS Opinian Letier, enber the date of the Opinion Letter 06/ 3072020
[MMDDNYYY) and the Opifiian Letter saral number G 70394 54




