Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. OO

Department of the Trea;ury Benefit Plan
Intemal 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
PAOLI INTERNAL MEDICINE ASSOCIATES, P.C. 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2002
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) 23-2087598
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
PAOLI INTERNAL MEDICINE ASSOCIATES, P.C. C Sponsor's telephone number

610-647-8885

2d Business code (see instructions)
255 W. LANCASTER AVENUE
PAOLI MOB II, SUITE 121 621111
PAOLI, PA 19301

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 4
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
- T 5¢c(1) 4
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) 3
€ 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. 08/25/2025 DAVID TREVINO
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 1241271 1399527
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1241271 1399527

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) 8466

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 40429

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 145666
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 194561
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 36305
€ 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 36305
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 158256
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:
2A  2E 2G 2J 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 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




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_ Q703007A,
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[ _Part! [ Annual Report Idantification Information

For calendar plan year 2024 er fiscal plan year baginning C1/01/20Z24

and anding

12/31/72024

A This retum/report i for: EI a single-employer plan

D a multiple-emplayer plan (not multismployar) (Pensicn Plan filars checking this box

must attach Sehedule MEP. Other plans must attach a list of participaling employer
information in accordance with the form instructions.)

[I the first returmnirepart i:l the fina! retum/report

D an amended relumn/report

B This returaireport is

C Check boxiffling under: ] Form 6558 [] automatic extension
D special extansion (amer descrption)
D Ifthe plan is a collectivaly-bargained plan, theck here .,

E ifthis is a retroaclively adopted plan permitted by SECURE Act section 201, check here ..

D & short plan year retum/report (fess than 12 months)

I:l DFVC program

0
v 1]

| Partll | Basic Plan Information—enter ak requested information

1a Name of plen 1b Three-digit plan number
PADLI INT=ENAL MEDICINE ASSOCIATES, P.C. (PN) P 001
1(k) PROFIT SHARING PLAN 1¢  Effective date of plan
. 01/01/2002
22 Plan spontor's name (employer, if for a singia-employer plan) 2b Employer Identiflcation Number (EIN)

Malling address (include room, apt, suite ro. and streef, or PO, Box)
or town, state or B{rovmce country and ZIP or forelgn postal code (if foreign, see nsiructicns)

23~2087558

PAGL% INTERNAL MEDICIN 2¢ Sponsors teiephone nuriber
ASSOCIATES, P.C. {610) 647-8B8H

2d Business cods (see instructions)
235 Ww. LANCASTER AVENCE
P4OLZ MCB II, SUITE 121 621111
PAOLI BPa 19301
3a Plan adminisirator's name and address @Same as Plan Sponsor. 3b Aaministrator's EIN

36 Administrators telephone numbar
4 Ifthe name andior EIN of the plan sponsor or the plan name has changed since the last return/repert | 4b ENN
fitadt for this plan, aner the plan sponsor's rame, EIN, the plan name and the plan number from the
last retumiraport. 4d PN
a Sponsor's name
C Plan Name
Ba Total number of participanls at the beginning of tha plan year.. . 5a 4
b Total number of participants at the end of the plan year... . 5b 4
¢(1} Number of participants with account balances as of 1ha hegmnlng of tha plan year (only deﬁned 5c(1)
contribution plans complete this item} ... . 4
{2) Number of participanis with account balances as of the end of tha plan yaar (unly deﬁned 50(2
contibution plans complate this item) ... ... ) 4
(1) Total number of active paricipants at the begmnlng of the plan ysar... Sd(1) 3
d(2) Total number of active parfeiparts at the and of the plan ysar . . . 5d(2) 3
e Number of particlpants who terminated employment during the plan year wnh accrued benaﬁta that 5o a

wers less than 100% vested.

Caution: A penalty for the laté or incomglgg filing of this raturnImErt wﬂ! bo massed unless rnsonah!a cause Is astablished.

Under pensttios of perjury and other penalties set forth In the instructions, | declare that | have examined this retumireper, including, If applicable, 8 Schedule
5B or Scheduls MB completed and srgnad by an enrolled actuary, as well a3 the electronic version of this retum/report, and to the best of my knowledss ard

belief il is frue O
siIoN | LS M 8/252 5 Paui®  Trevine
HERE B > ¥ 7 =
Signatura of plan adminlstrator Dale Erter name of Individuai signing as plan administrator
SIGN
HERE . L
Signature of employes/plan sponsor Date Enter name of individual sigrin, employer or plan spanso,

For Pagerwork Redugtion Act Notice, 80¢ the Instructions for Farm 5500-5F,

Form 5600-5F (2024)
v. 240311




Form 5500-GF (2024)

Page 2

Ba Wers alt of the plan's assats dudng tha plan year invasted In elfgible assets? (See instructions.)..... R
b Are you clalming a waiver of the annus! examination snd report of en independant quallﬁed public accountant (IQPA)

under 29 CFR 2520.104-467 (See instructions on watver sligibility and conditiens.).... .
If you answared "No" to either line 6a or line £b, the plan cannot uze Form SEDO-SF and must lnﬁtead use Form 5500

¢ Iftha planis a dofined benaft pian, is 1t covered under the PRGC insurance pragram (see ERISA section 4021)7 .
If“ves” Is checked, ertar the My FAA confimnation number from the PEGC premium filing for this plan year

[ ves {ne [] Mot determines

. (Sea instruclions.)

CPant It | Financial Information

T Plan Assets and | lablitisg (1) Beginning of Year {b) End of Year
a Total plan assels .., ... 7a L, 241,271 ©,395%,35327
f Totsl pian lisbilities .. e e Th 0
G _Net plan assets (subtrac‘t[rne 7b from line 7a)... e | TE 1,241,271 1,355,527
8 Incoms, Expenses, and Trangfers for this Plan Year (&) Amount {b) Total
a Confributions recaived or receivable from: - R
{1) Employars ... ... #a(1} 5,480
(2) Padicipants.... ... ... 8a(2} 40,429
_(3) Others (:ndudlng ru!lovers) 8a(3)
B Other INCome (I055) e e v s e o i 8b 145,666
¢ Totai income {acd lines 8a(1), 8a(2}, 8a(3), and 8b} ... Bc 124,561
d Benefits paid (including direct rollovers and ‘nsurance premiums
to provida benefils)...... . e e e Bd 36,305
a Certain deemsd and/or comective distributions (ses 1nstruclions). ga
f Administrative service providers (salaries, fees, commisslons)..... 8f
¢ Qiher expenses.. e e e et atevensneeennintaibes o 1ee 8g
h Total expenses (add linas 8d, &, &1, and 8g) ... 8h 36, 305
i Netincome (loss) (subtract lng 8h from e 8¢) e veeee e al 158,256
] Transfers t (from) the plen (sea instructions). . ... 8j
| Part IV | Plan Characterlstics
9& |If the plan provides penstan banafits, anter the applicable pension feature codes from the List of Plan Characteristic Codag in the instructions:
2h 2B 2G 2J T 3D
b {Ifthe plan provides welfare benefits, enter tha applicabla welfara feature codes from the List of Flan Characteristic Codes In the instructions:
Part V | Compliance Questions
10 During the plan year Yes | No Amount
B Was thers 2 fzilure to transmit to the plan any participant contributions within the time periad
desciibed in 28 CFR 2510.3-1027 Continue to answer "Yes" for any prior year falluras untll fully
corrected. (See insiructions and DOL's Voluntary Fidueiary Corredlion Program). .| 10a X
b Ware thare any nonexempt transactions with any party—m-mie-rest? {Do not Include transactlans
raported on fine 10a.3... 10B X
© Was the plan covered by s fidefity bond? ... . ... 0e | X 1Gd, 000
d Did the plan have a lass, whathar or nal remmbursed by the pian 4 ﬁdellty bend, that was caused
by fraud or distonaaty?. .. ‘ .| 10d X
2 Ware any fees or comnmissions paid tc any brokers, agents, or athar persons by an ingurance
camer, insuranca service, or othar nrgamzatlon that provides some or all of the benalits under
the plan? (See Insyuctions.}.. er e e . 10a X
f Has the plan failed to previde any banafit when due under the plan? ., 10F
g Did the plan have any participant loans? (If “Yas " anter amount as of year-end.)..... 10g ¥
h  If this Is an Individua! acesunt plan, was thers a blackout pen‘od? {See Instructions and 28 CFR
26201071-3) .. P TR TR I FrOT 10h ks
i 100 was answenad “Yas," chec.k the box if you either provlded tha raqu!red noﬂca or ong of the
axcanlions to providing the notice applled under 28 CFR 2520.101-3... ... 10i




Page 3- [:__l

Form 5500-SF (2024)

[Part Vi I Penslon Funding Compilance

11 iz thls a defined benefit plan subject to minimum funding requirements? {If "Yos,” see instructicns and complete Schedule SB
(Farm §600) and lines 11a and b helow.) If this ie & defined confribution penslon plan, leave lina 11 blank and r.nmplete ling 12
balowy. . . .

G Yas'D Na

a Enter tha unpaid minimum required contributions far all vears from Schadule SB (Form 6600) lina 40 . I 1a I

b PBGC migssd confribution reporting requirements. If tha plan is covered by PBGC and the amount rapartad on ling 71a Is greater than $0, has PBGC

bean notified as required by ERISA sections 4043{c)(5) andfor 308(k)4)? Check the appliicable bex;
Yoo

I3

wore macde by the 30th day aftar the due data.

—

exceading the unpaid minimum regquired contribution by the 30th day after the due date.

No. Reporting was waived under 28 CFR 4043.28(c)2) because conlributlons equal to or exceeding the unpeid minlmum required contrihution

Ne. The 30-day period refarenced in 29 CFR 4043.28(c)2) has rnot yel ended, and the sponsor intends to make a contribution equal ko or

1

No. Other, Provide explanation

12 Isthis adefined cortribution plan subject to the minimum funding requirements of saetion 412 of the Coda or section 302 of
ERISAT ... e i e e e e e

(If Yes complete Iine 125 or lines 12b, 12c 12d and 129 below /3 appllcable ) If thisis = deﬁned benart penswon plan laaua

line 12 blank and complete ling 11 abnva

D Yas @ No

a [fawaivar of tha minimum fundmg standard for a pricr yesr s bamg amortized In this plan year, 502 Instructions, and enter the date of the letter ruling

granfing the walver. ... . . .. .. ... Menth Day Year
If you completed lina 12a, complete lines 3, 9, and 10 of Schedule MB (Forl'n 5500) ancl sk@ to Ilne 13,
b Enter the minimum required contribution for thig plan yaar .. . e o e .| 12h
¢ Enter the amount contributed by the employer to the planfor this planysgr . . .| 12c
d Subtractthe amount inline 12 from the amount in liag 42k Enter the result (antsr a minus slgn ta the left of a 124
negalive amount) . T e e e

€ Wil the minlmum funding amount reported on line 12d be met by the funding deadline?.

[] ves [] e [] Nia

rPart Vil _I Plan Termlnations and Transfers of Assats

132 Hae a rescludon to tanminats e pian besn adapied inany plan year? |

[] ves

k| No

a_ If “yas " enter the amount of any plan assels that revertad ta the emplovar this vear... 13a

b Wara all the plan assefs distibuted to partimpama of beneficlanies, transfemad to another p]an or brcught under the
control ofthe PBGC?. . . .

D Yes No

¢ Il during this plan year, any 855€(s or habulmes wera transfarred from this pian to snothar plan(s), identify the pian(s) to
which assets or liabiittias wara transferred. (See ingtructions.)

13c(1) Name of plan(s). 13c(2) EIN(s)

13e(3) PN(s)

| Part VIil_| IRS Compliance Questions

14a Does the plan salisfy the coverage and nondiscriminalion tests of Gode sections 410(b) and 401(a )4} by combining this plan with any ather plans under

the pemnissive ggqregation mules? [ ] Yes & No

14b Ifthis is & Code section 401(k) plan, check all boxes that apply to indicate how the plan Is inkenced to salisfy the nondiscrimination requiraments for

employee defarrats end employer metching sentributions (as applicable) under Coda sectons 201(k}(3) and 401(m)(2).
Dasign-based safe harbor method

D "Prior yesr” ADP test
D “Current year® ADP test

D N/A

16 Iftha plan sponser is an adopter of 2 pre-approved plan that received a favorable IRS Oginian Letier, enler the date of the Opinlon Latter 06/30/2020

{MM/DD/Y (Y} and the Opinion Letter seral number ©723007a




