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
NALINI PRASAD, MD, PC PROFIT SHAIRNG PLAN PN) D oot
1c Effective date of plan
01/01/2003
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) 22-3807009
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
NALINI PRASAD, MD, PC 2c Sponsor’s telephone number

973-743-3557

2d Business code (see instructions)

8103 BERGEN LINE AVENUE
NORTH BERGEN, NJ 07047 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..............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) 3
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 3
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 2
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 1

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. 08/27/2025 NALINI PRASAD, MD
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 08/27/2025 NALINI PRASAD, MD
HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



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 4207265 4874247
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 4207265 4874247

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) 50802

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 32815

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 583706
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 667323
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 341
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 341
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 666982
j Transfers to (from) the plan (see instructions) 8j 0

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 2J 2K 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? ... 10¢ X
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

2520.101-3.) oo 10h X

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)
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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 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_ Q703912A




Filing Authorization
for the 2024 Form 5500-SF

Name of Plan: Nalini Prasad, MD, PC Profit Sharing Plan
EIN/PN: 22-3807009 /001

PYE:

12/31/24

PARTI  Authorization of Practitioner to Electronically Sign and File

1 hereby authorize Bury & Associates, [nc. to electronically sign and file the above-nemed return/reports
through EFASTZ,

T understand that in granting this authority that:

Uwe must manually sign the 5500-SF Forms and provide a scanned copy of that signature page to
Bury & Associates, Inc.

Bury & Associates, Inc. will retain a copy of this written authorization in its records;

Bury & Associates, Inc. will notify the individual signing below as plan administrator/femployer
about any inquiries and information it receives from EFASTZ, DOL, IRS, or PBGC regarding this
annual rewm/report; and

A copy of my signature will be included with the return/report posted by the Department of Labor
on the Internet for public disclosure. .

Bury & Associates, Inc. shall not be deemed an administrator or other fiduciary with respect to
any Plan solely on nccount of the services performed under this authorization,

This authorization is applicable only to the filing for the above-named Plan and applies only for Plan year
end stated above.

Plan Administrator: f(p gvﬁiw? a—ﬂ’b-tf , /L[ D»‘,l,()’ ~_ Date: ?-’ 97’.3 Sf

Employer/Plan Sponsor (if not the Plan Administrator): Date:

PARTII

ey . o et N 3 T T~

Acknowledgement of Receipt of Authorization

On behalf of Bury & Asscciates, Inc., | hereby certify that the firm will use the authority granted only for
the express purposes described above; that the firm will not disclose confidential information to any
parties other than the DOL, as required for EFAST filing; and that the firm will take reasonable steps to
assure that confidential information provided by the Plan Adminisgrator or Plan Sponsor is protected from
unauthorized disclosure.

For Bury & Associates, Inc.:

signatre and ey’

/ Date: X/M A5
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Part! | Annual Report identlfication Information

For calendar plan vear 2024 of fiscal plan year beginsing 0i/701/2024 and ending 1a/ 3172045 o
A Thous returlreport is for: Eu: a single-employer plan E  multiple-employer pian (not muttiemployer} (Pension Plan filers checkng s box

must attacn Schedule MEP, Other plans must attach a list of partigipaling emplcyer
information in accordance with the lorm instruchons.)

B Tris returnfreport is D the tirsl returnireporl [:]lhe final teturn/report

D an amended raturn/report U a short plan year retutrizeport (less than 12 monthis)

€ Cheek box 1l fiing undet { J Form 5558 Uaulcmahc exlensicn
[] specisl extension {enler cegcrnpon)

D 1l ine pians a colluctivaly-oargained plan, check hore W oeme wae

E Iftusis 2 tettoactvely adepled plan permitied by SECURE Act soctien 301, eneck hete

U OFVC program

» U
» 11

t
i

Part Il | Basic Plan Information—enter nll requested inlormation

1a Name of plan 1b Threo-digit ptan numbar X
MALINT PRASAU, MD, PC PROFIT SEAIRNG PLAM eN) ¥ 0a:
1c Effective date of plan
01/01/2003
23 Plan sponsor's name. {employer, if for a single-empiayer plan) 2b Employer Idemificatien Number (EIN}
Mailing addibss nddude oo, apt., sulle no, and steet, of P.O, Box) 22-380°700%
City or lown, N H i : . f {
\ Y Qi vin sinte‘nr province cm.lr:l.y and 217 of foreign postal code {ff feraign, see nstuchansj 2¢ Sponsors telephone number
NALINI PRASAD, MD, PC 5937493557
i [¢! Instructians
8102 BERGEN LIKE AVENUE 2d Businoss cart (se0 )
NGETH BERGEN KT a7047 €21111
"3a Plan admimistralot’s name and nddress Same as Plan Sponsat. 3b Admimstators EIN
3¢ Acmnisicalors telephone numeer

4 Ifthe name andfor EIN of ihe plan sponsor or the plan name has changed since the 1ast returnireport
filad for this plan, enter the plan sponscr'a name, EIN, the plan name and the plasn pumber froum the
fast relumireport,

@ Sponsor § name

€ Plan Name

Sa Total number of participants a1 the beginmng of Lie plan year. ...

¢(1} Number of participants witn account batances as of tho boginning of the plan year (only defined
contribution plans compiete this itom)

©(2) Number of participants with account batances s of the end of tha plan year (anly dafined
contribution plans complete IS oM} e e 1t e anemsrreiten otat i sarseore viar serasr aew eSbbesnetbsinie T

d{1) Towat numeer of actve participants al the Deginming of e PN YEMuww. wu ver e
d(2) Tetal number of active partcipants. al the end of the plan year .

@ Numbar of participants who terminatod omployment duritg the pian year wilh accruad uenefits that
‘were less (han 100% veslad..

sy e w

4h BN

4d PN
T
5h b 3
Sc(1) 3
5cf2) 3
5d(1) . H

_.5d@) i, K
5o J

Cautlon: A penally lor the lato or incomplete

ing of this returniroport will be assessoed unloss roasonabie causa is esta blished.

Urder penaklios of perjury and oiher penalties sel forth in the instruckons, | declare that | have sxamined this returniropatt, including, if applicable, a Scnadule
SB or Schedule MB completed and signea by an enrallod aciuary, as well as the electronic version of 1his rolumfrepor!, ond La'the best of my knoiwledge and

talpl s trpe corgec! ang ogmoleln

SIGN Nt s 1Y ave] DY ¢ |3 -27-2CTHALINT BRASAD, MD

HERE Slnna;:lro of plan administrator . Dale Enter name of wdividual SIaMNg s PAN IATSIIEI

SIGN MALINY PRASARD, MD

HERE Signature of omployer/plan sponsor Data Enter name o indandual signing as employer or plan SHONSOr

For Paperwork Reduction Act Notice, sam the instructions for Fonn $500-5F.

Form 5500-5F {2024}
v. 240011




