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
THE KIDNEY & HYPERTENSION CENTER 401(K) PLAN PN) D oot
1c Effective date of plan
04/13/2004
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) 71-0880821
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
THE KIDNEY & HYPERTENSION CENTER C Sponsor's telephone number

701-775-5800

2d Business code (see instructions)

5750 S WASHINGTON STREET
GRAND FORKS, ND 58201 621399

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 73
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 74
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 55
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) 59
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 42
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 45
€ 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. 09/08/2025 KHALED RABADI
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 2401386 2715306
b Total plan liabilities ...................ocococoeiiiieeeeeeieeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 2401386 2715306

8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYETS .o 8a(1) 76100

(2) PartiCiPaNtS...........c.oovoueeeeeieeeeeeeeeeeeeeeeeeeeeeeeeeer e 8a(2) 141803

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 26338
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 239623
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 483864
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 161344
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 8600
g Other EXPENSES ...t 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 169944
i Netincome (loss) (subtract line 8h from line 8c)............................ 8i 313920
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 2F 2G 23 2K 2S5 2T 3B 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 250000
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 78839
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_ Q703936A,




Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor

Employee Benefits Security Administration Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

» Complete all entries in accordance with the instructions to the Form §500-SF.

OMB Nos. 1210-0110
1210-0089

2024

This Form is Open to
Public Inspection

Part| | 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
C Check box if filing under: @ Form 5558

D special extension (enter description)

D automatic extension

D If the plan is a collectively-bargained plan, ChECK NETE ...........ccvvviveeieeeeeoeeeeeeeeee e e

E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here.........................

D a short plan year return/report (less than 12 months)

D DFVC program

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
The Kidney & Hypertension Center 401 (k) Plan

1b Three-digit plan number

001

(PN) »

1c Effective date of plan

04/13/2004
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) 71-0880821
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2¢ Spansors lephons RUMber
The Kidney & Hypertension Center 701-775-5800
: 2d Busi d instructions
5750 S Washington Street siness code (see )
Grand Forks ND 58201 621399
3a Plan administrator’s name and address @ Same as Plan Sponsor. 3b Administrator’s EIN

3¢ 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 YEAT .............cc.vvevereeerreeeeeeeresreesereeeresreesenes 5a 73
b Total number of participants at the end of the PIaN YEar.............co.covvivieeeeeeeeeeeeeeeeeeeeeeee e 5b 74
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined 5¢(1)
contribution plans complete this Hem)...... s oy S i iasieessnsiriasns 55
€(2) Number of participants with account balances as of the end of the plan year (only defined 5¢(2)
contribution plans complete this ifEM) .........cc.oiiiiiiiieie e 59
d(1) Total number of active participants at the beginning of the plan year...............ccco.couevvevrircosrcennrenns 5d(1) 42
d(2) Total number of active participants at the end of the PIaN YE&T ..........ov.ovveveeeeeece e 5d(2) 45
€ Number of participants who terminated employment during the plan year with accrued benefits that 5
0 € 0
WEIE 1688 thall 10000 VESIET Lucuwsussssnssnsusossmansrosmmsssmss s e o5y i i i e o

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.

Vi
- L .

SIGN Y= \\*{2’5}} A oq / od /15 Khaled Rabadi
HERE - ’ 7

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s Lo

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.)..........cccooeeeiiiiiiiiiiiiiiiciiiccs @ 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.).........cccovririeninieee 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)7? ...... 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
@ TOtAl PIAN @SSES ..o 7a 2,401,386 2,715,306
b Total plan abilies................coovvoeooooeeeeeeeeeece e 7b 0 0
C Net plan assets (subtract line 7b from line 7@).............c..cccooco......... 7c 2,401,386 2,715,306
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ..o seseesseeeenes 8a(1) 76,100
(2) PAMCIDANTS. ... eeeeeeeeeeeeeeeeeseeseeeeseenan 8a(2) 141,803
(3) Others (including rolloVErS)...........c.o.oovveveveeveeeervereserren. 8a(3) 26,338
D Other iNCOME (I0SS)........o.veveieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 8b 239,623
C_Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 483,864
d Benefits paid (including direct rollovers and insurance premiums
o provide benefits): o mtimmmme smsommmmrivminramageasmnns 8d 161,344
€ Certain deemed and/or corrective distributions (see instructions). 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 8,600
e T T— 8g 0
h_Total expenses (add lines 8d, 8e, 8f, and 8g).............................. 8h 169,944
i Netincome (loss) (subtract line 8h from line 8¢).............cccoceue.n... 8i 313,920
j Transfers to (from) the plan (see instructions) ...........cccceccevveennnen. 8j 0

u’art v | 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 2F 2G 2J 2K 2S 2T 3B 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

! PartV | 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 2510.3-1027 Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program)........................ 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported O lINE T8, ) mmsmmmirsrisiiiesivommmasnsgnsarsssssns s songessnss s somsasonssmnssssonssasssmns 10b X
C Was the plan covered by a fidelity BONG? ....sissimseisisssimmmssssssnsnsnssssis i 10c | X 250,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud or diSNONESTY? ......c.ocviiiiiiciiiiieee et 10d X
€ 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 INSTIUCHONS.) ......cooooiiiiiiiiiiicct e 10e
f Has the plan failed to provide any benefit when due under the plan? .. 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..............c......... 10g X 78,839
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.10T-3.) oo eeeeeeeeeeeeeseeees e ereeeserssrer 10h s
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........ccccoveieuieeeeeeeeeeevee 10i




Form 5500-SF (2024) Page 3-

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
DElOW, cvvmvsmmmssnmsmmssmasmmssmasnsisssiviss sisisssasiosseins S0+ 535080550 aibu st 5o aTith sss aidiss 55ovess ¥asaSSssVURTs ooy e TR SO0 S TOA Lo e eV OOy s
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:

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.

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
exceeding the unpaid minimum required contribution by the 30th day after the due date.

No. Other. Provide explanation

1

(|

12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISAT csmvassvasnisss sosrssiinsrmasnsansnsnsssnsnssse s asme s sassnanes s 1m0 sns <69 4859 £195 508 432003 40845501 41 50471 1445 EAT 1 A ST S4TSR S ST SEE SR AP S SA I D Yes @ No
(If "Yes," complete line 12a or lines 12b, 12¢, 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
GIaNtiNG thE WEIVET. ..oiiiiiiiiiiiiiitiieeeeee ettt e e e e s st e e e et eenseeeeseeesseesseeereeas 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 YEAF ..........c..c..cveveeverreeeeereeeeieeeeeveeerie e 12b

12¢

C Enter the amount contributed by the employer to the plan for this plan year

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 AMOUNL) «.uoccromvuessrrsoesssovessamsssisensissessssssesssssasssssisssastasvns sssusisondsss vsses viaisnusssssesossnisssnsis diiesass isssvssssisiissmvesss

€  Will the minimum funding amount reported on line 12d be met by the funding deadline?..........cccccecviiiiiiiiiiiinnne D Yes D No D N/A

Part VIl | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @Ny PIaN YEAr? ...........c.cccooovvviviceeee e D Yes @ No

13a

a If“Yes,” enter the amount of any plan assets that reverted to the employer this year

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Ves @ No
CONITON OF the PBGC? ...u.uvisursumsuisussrmssuassasersnssssvnsassnsmssssessisssnssss sssssssssssisssssss i, susstshoassssves 5vss et sois SEs5ese e A ek s s s asaassses s

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.)

13c(1) Name of plan(s): 13c¢(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 [X| 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  If the 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 Q703936a |




Disclosure Questions for Recredentialing Applicant Name:

Please complete and sign this form, attesting to its accuracy. If any of the following questions are answered in the affirmative, provide an explanation by -
completing the Disclosure Explanation Form on the following page.

1. DYes No In the past three years, has your professional license or registration been terminated, stipulated, restricted, limited,
conditioned, suspended, revoked, refused, voluntarily relinquished or not renewed by any licensing board or any health-
related agency organization, or is there a review pending?

2. DYeslero In the past three years, has your professional license or registration been investigated or is it currently being
investigated? If so, provide details to include the reason for the investigation and the results on the following page.

3 I:]Yes Z/No In the past three years, has your DEA registration been revoked, suspended, limited, or conditioned in any way, or
have you voluntarily relinquished your DEA registration, or is there a review pending?

4. l:l Yes Iﬁ\jo In the past three years, has your membership, participation, clinical privileges, or employment been denied,
terminated, stipulated, restricted, refused, limited, suspended, revoked, or not renewed by any peer review
organization, third party payer, clinic, hospital, medical staff, or any health-related agency or organization, oris there a

review pending?

5. |:| Yes Eﬁo In the past three years, have you voluntarily relinquished your membership, participation, clinical privileges or
request for privileges, employment, professional license, or registration in lieu of disciplinary action, or prior to or
during an investigation into your professional conduct or competency?

6. |____| Yes Eﬁo In the past three years, have you involuntarily relinquished your membership, participation, clinical privileges or
request for privileges, employment, professional license or registration?

7. I:]Yes I—ZK; In the past three years, has your membership or fellowship in any professional organization or your specialty board
certification been voluntarily or involuntarily denied, terminated, restricted, limited, suspended or revoked?

8. I:IYes mo In the past three years, have you been reprimanded, censored, or otherwise disciplined by, or have you ever been
subject to a corrective action agreement/plan with any licensing board, peer review organization, third party payer,
clinic, hospital, medical staff, or any health-related agency or organization?

9. I—_—lYes m In the past three years, has your certificate or participation in any private, federal (i.e. Medicare, Medicaid, etc.) or
state health insurance program been revoked or otherwise limited or restricted, or is any investigation or proceeding
with respect to any such action presently underway?

10. I:IYes Izmo Are there any charges pending or are you currently charged with or have you, in the past three years, pled guilty or no
contest, been indicted or found guilty of a felony, gross misdemeanor, misdemeanor, or other offense?

11. DYes Ijo In the past three years, have you been charged with, pled guilty or no contest to, or otherwise been subject to allegations
of having engaged in sexual harassment, sexual misconduct, stalking, or any other similar behavior or crime, or are
you aware of any current allegations or charges pending of the same? Allegations include, but are not limited to, any
made by a third party, such as through a lawsuit, restraining order, or other civil proceeding, or allegations made by a

colleague to a previous or current employer. :
12. DYes_ No In the past three years, have you ever had any professional liability claims or lawsuits brought against you,
including pending claims or lawsuits, dismissed or dropped claims or lawsuits, settlements or final judgments?

13. |:|Yes IZ@ In the past three years, has your professional liability carrier refused or canceled your coverage or excluded you from
performing any specific privileges within your specialty?

14. DYGS I__\7ﬁ> In the past three years, have you practiced within your profession without professional liability insurance?

15. DYes No Do you currently have any condition that adversely affects your ability to provide appropriate care to patients or perform
the essential functions of your practice in a competent, ethical, and professional manner? You are not required to
disclose a health condition if it is being appropriately treated or otherwise does not affect your ability to provide
appropriate care to patients or perform the essential functions of your practice in a competent and professional manner.

16. DYes No Do you use any legal/illegal drugs or substances which adversely affect your ability to perform your duties as a member
of the healthcare team?

Attestation Signature and Date

| hereby certify that all the information on this application form is complete, true and accurate. | further agree to update this information as
necessary so that it remains complete, true and accurate while my application is being processed. | understand that the race, ethnicity, and/or
language information | have provided (or withheld) on this application is optional and will not be used as basis for credentialing decisions or lead to
discrimination.

All signatures and dates mustbe clear] e or signed with a unique electronic identifier.

Date q/g/zs

Signature
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Disclosure Explanation Form Applicant Name:

CONFIDENTIAL INFORMATION

If you answered yes to any of the Disclosure Questions on the previous page, provide an explanation for each by completing the
following form. Please attach external documentation of your response as applicable (e.g., statement from an attorney, court records,
etc.). Make additional copies of this form if needed.

Applicable Disclosure Question(s): Date of Occurrence:

Location of Occurrence: Facility (if applicable) State:

Provide a complete explanation regarding the reason you answered the applicable disclosure question(s) in the affirmative.
Do not include name of patient or any other information that may identify a patient.

Describe outcome, as applicable. Note: If responding to disclosure question #12, skip this section and complete next section.

If you answered yes to Disclosure Question #12, complete the following section.

Describe Outcome of Claim or Lawsuit

Date Filed:

CONCLUDED WITH NO PAYMENTS: (month/year) CONCLUDED WITH PAYMENTS: (month/year)

[J Dropped/Closed Date;. | [ VerdictforPlaintiff Date:________ Amount$
U Verdict for you Date: [ Settled Date: Amount $
[] Dismissed with prejudice* Date: PENDING

[J Dismissed without prejudice** Date: [ Filed, pending Date:

*Dismissed with prejudice — set aside the lawsuit and deny the right to file another suit on the same claim
*Dismissed without prejudice — set aside the lawsuit but leave open the possibility of another suit on the same claim

Represented by Legal Counsel for this lawsuit: J Yes I No - If yes, provide name and address of counsel.

Counsel Name Phone

Address

Insurance company or employer that provided coverage for this claim.

Name Policy#

Address Phone

I hereby certify that all the information on this form is complete, true and accurate.

Date 0 25

Phone

Applicant Signature

Print Name
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