
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

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 

Revenue Code (the Code). 

 Complete all entries in accordance with the instructions to the Form 5500-SF. 

OMB Nos. 1210-0110 
1210-0089 

2024
This Form is Open to 

Public Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 
A This return/report is for: X  a single-employer plan X 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 X  the first return/report X the final return/report  

X  an amended return/report X a short plan year return/report (less than 12 months) 

C  Check box if filing under: X  Form 5558 X automatic extension X  DFVC program 

X  special extension (enter description) 

D  If the plan is a collectively-bargained plan, check here ..............................................................................   X 

E  If this is a retroactively adopted plan permitted by SECURE Act section 201, check here .........................   X 

Part II   Basic Plan Information—enter all requested information
1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI

1b Three-digit plan number
(PN)  001 

1c Effective date of plan
YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan)
 Mailing address (include room, apt., suite no. and street, or P.O. Box)  
 City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGH 

2b Employer Identification Number (EIN)
012345678

2c Sponsor’s telephone number
1234567890 

2d Business code (see instructions)
123456 

3a  Plan administrator’s name and address X Same as Plan Sponsor.ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN
012345678

3c Administrator’s telephone number
1234567890 

4    If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the 
last return/report.   

a  Sponsor’s name
c  Plan Name   D
EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI

4b EIN012345678

4d PN 012

5a Total number of participants at the beginning of the plan year .............................................................. 5a 12345678 

b Total number of participants at the end of the plan year ....................................................................... 5b 12345678 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(1) 

c(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(2) 

d(1) Total number of active participants at the beginning of the plan year ................................................. 5d(1) 
d(2) Total number of active participants at the end of the plan year .......................................................... 5d(2) 

  e   Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested ............................................................................................................... 5e 

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, I declare that I 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 
HERE Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
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 

01/01/2024 12/31/2024

X

X

SACRAMENTO SPINE & PHYSICAL THERAPY INC 401K PROFIT SHARING PLAN 001

01/01/1997

1650 LEAD HILL BOULEVARD SUITE 300 
ROSEVILLE, CA 95661

91-1836831

SACRAMENTO SPINE & PHYSICAL THERAPY INC
916-677-1210

621310

X

23

25

22

25

15

15

2

Filed with authorized/valid electronic signature. 09/09/2025 TRAVIS SMITH

Filed with authorized/valid electronic signature. 09/09/2025 TRAVIS SMITH
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ......................................................  X Yes X No 
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ..........................................................................  X Yes X 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. 
 
 
 
 
 
 
 
 
 
 
 
 
 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

 
Part III   Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 
a Total plan assets ..........................................................................  7a -123456789012345 -123456789012345 

b Total plan liabilities .......................................................................  7b -123456789012345 123456789012345 

c Net plan assets (subtract line 7b from line 7a) ..............................  7c -123456789012345 -123456789012345 

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

 (1)  Employers .............................................................................  8a(1) -123456789012345  

   (2)  Participants ............................................................................  8a(2) -123456789012345  

 (3)  Others (including rollovers) .....................................................  8a(3) -123456789012345  

b Other income (loss) ......................................................................  8b -123456789012345  

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .....................  8c  -123456789012345 

d Benefits paid (including direct rollovers and insurance premiums 
to provide benefits) .......................................................................  8d -123456789012345  

e Certain deemed and/or corrective distributions (see instructions) .  8e -123456789012345  

f Administrative service providers (salaries, fees, commissions) .....  8f -123456789012345  

g Other expenses ............................................................................  8g -123456789012345  

h Total expenses (add lines 8d, 8e, 8f, and 8g) ...............................  8h  -123456789012345 

i Net income (loss) (subtract line 8h from line 8c) ...........................  8i  -123456789012345 

j Transfers to (from) the plan (see instructions) ...............................  8j -123456789012345  

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:   

 

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) .........................  10a 

  
-123456789012345 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 
reported on line 10a.) ....................................................................................................................  10b   -123456789012345 

c Was the plan covered by a fidelity bond? ......................................................................................  10c    -123456789012345 

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 
by fraud or dishonesty? .................................................................................................................  10d    -123456789012345 

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 
the plan? (See instructions.) ..........................................................................................................  10e   -123456789012345 

f Has the plan failed to provide any benefit when due under the plan?  ...........................................  10f   -123456789012345 

g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .........................  10g    

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   
2520.101-3.) .................................................................................................................................  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 ...........................................  10i     

  

X

X

3730435 3440912

0

3730435 3440912

75000

84108

9483

355725

524316

769058

6007

38774

813839

-289523

2A 2E 2F 2G 2J 2K 2T 3D

X

X

X 390000

X

X

X

X

X
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Part VI    Pension Funding Compliance 
11 Is 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 
below. ..............................................................................................................................................................................................  

X Yes X 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: 

_ 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 ___________________________________________________________________________________________ 
 

 

 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERISA? ...........................................................................................................................................................................................  

          (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. 

X Yes X No 
 

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 waiver.  ............................................................................................................................. 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 plan year  ...................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  .........................................................  12c -123456789012345 

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 
negative amount)  ..................................................................................................................................................  

12d YYYY-MM-DD 

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

Part VII    Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................  X   Yes        X   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 

control of the PBGC? ..........................................................................................................................................................  
X Yes X 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.) 

 13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 123456789 

  012 

Part VIII 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 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

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 ___/___/_____ 
(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

1

X

X

X

X

X

X
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Form 5500*SF
Dep€rbnqt of tE Trd6ryy

Deparlm$t oI Labd
Enploy4 EfiEffB S€qdty Adtioilf,.liF

PH3iaa! B€refr Gu@ty Cdpdid

B fnis return/report is:

C Ch€ck box if filing under:

Short Form Annual Return/Report of Small Employee
Benefit Plan

oMB i{os. 1210.0110
1210{p8!t

This form is required lo be filed under seclions 104 and 406$ of the Employee Retirement
lncome Security Ac{ of 1974 {ERI$A), and section 6057(b) and 6058(a} of the lntemal

Revenue Code (the Code).

lnformation

2024
Thb Form ls OpGn to

Prlbllc lnspcctlon
ln

A Thh return/report is tur [l a singleemployer plan fl a muhiple-employer plan (not mult'remployer) (Pension plan filers cfiecking this box
- must attach Scfredule MEP. Other ptan$ must attach a list of participating employer

informalion in accordance with the form instructions.)

the fnal retundreport

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

I automaticextension I orvcprogram

001

Effective date of plan

2b Employer ldentification Number
91-1836831

2e Sponsor's telephone number
(916) 5?7-1210
Busine$s code (see in8tru(lions)
621310

Adminktratofs EIN

Administrator'E telephone number

uI
El

the filst retum/report

an am€nded return/repolt

Form 5558

special extension (enter description)

D f tne plan is I collectively-bargained plan, check here

E lf tris is a SECURE Acf section 201 check here

la Name of plan

SACRJA}'ENTO SPINE & PHYSICAIT THERAPY INC 4O1K PROFIT SHARING PIAN

1650 I,E.]AD HXI;L BOULE\rARD SUTTE 3OO

Plan administratofi name aod address Same as Plan Sponsor

2a Plan sponso/s name (employer, if for a singl+.employer plan)
Mailing Address (indude room, apt., suite no. and street, or P.O. Box)
City oitown, state or province, courtry, and ZIP or foreign postal code (if foreign, see insfudions)

SACR"AI|E}ITO SPXNE 6 PINTSICAI. THEA,ASC INC

4 olan name has
lhe plan name

4b ErN

a SSoflso/s name

C Plan Name

4d Ptt

5a Total number of participants at the beginning of the plan year

b Total number of participants at the end of the plan year

e(l) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item)

ct2) Number of padcipanh with account balances as of the end of the plan year (only defined
contribution plans complete this item)

d({ } fotat number of adive participants at the beginning of the plan year

d(2) foU number of acfive participants at the end of the plan year

e Number of participant$ who terminated employment during the flan year wih acdued benefiB that
were less than 100% \rested

Cautionr A psnatty for ths lab or lncomple{e flling of thls rctumrreport will be assssaod unloar roasonabh causo is establbhed.

23

25

22

25

15

15

2

1b fnreeAigit plan number
(PN) >

5a
5b

sc(r)

5c(2)

5d(1)

5d(2)

5e

Und6. penaltiei of perjury arld other penahie$ sdt fiofth in the instruciions, I dedare thgt I have examined this relum/repod, including, if applicable, a Scfiedule
SB or Scfiedule MB conldeted and signod by an enrolled actuary, as wdl as the eledronic version of thi$ retun/rcpo't, and to th6 b€d cf my knorvledge and
bdi€f, it is tru., corIGci,

Fom 5500-SF (2024)
v, 2403'l l

/A 4-7->f ,-?-q.,2r S.
L

Sionature of plan adminlstator
I

Date

/-)*@/\ q -q-z) r c-(
Signature of e/ptoyerlplan sponsor Date name of individual as or

For Papenrork Reduction Act Notace, see the instructions for Form 5500€F.

Inffid Reile Seili@

SIGH



6a Were all of the Plan's assets during the plan year investetl in eligible assets? (SGe instrudions')

b Are you claiming a waiver of the annual examination and report of an independent qualilied public accountant (IOPA)

under 29 CFR 2520. 10,+-16? (See instruclions on waiv€l eligibility and conditions')

lfyou anervered'No' to either linc 6a or line Ob' the plan Gannot rare Form 5500€F end must lnstaad use Fo]m 5500.

ffitves fluo

ffilves fluo

*,,,' 
?":', .o-" ?::i#:xH,

b

c tf the plan i$ a defined benefit plan, is it covered under the PBGC insurance program (see ERISA seciion

tf ,,ye8, is checked, enter the My pAA conflrmation number trom the PBGC premium filing for this y€ar

End of Year
Assets

3

line

8 lncome, Expenses, and Transfurs for this Plan Year Total

or

Others
b other income

c Total income (add lines 8a(3), and 8b)

and/or

Administrative

lines

rncome line

Plan
lf tho plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characieristic Codes in the instruclions:

2A 2E 2g 2G 2J 2R 2t 3D

b lf the plan provides weffare benefits, enter the applicable weliare feature codes ftom the List of Plan CharacEristic Codes in the instruclions:

a Was lhere a failure to fansmit to the plan any participant contibutions within tfie time period

described in 29 CFR 2510.S102? Continue to answer Yes" for any prior year failurBs until fully
DOL's

b Were there any nonexempt transadions with any party-in-interes0 (Do not include transaciions

C Was the covered a fidelity bond?

d Did the plan ha\re a lo$s, whelher or nol reimbursed by the phn's frdelity bond, that wa8 caused
traud or dishonestlP

g Wore any fees or commissions paid to any brokers, agents, or other persons by an insurance
canier, insuranm seMce, or other organization that provides Bome or all of the benefits under
the

f Has the plan faibd to provide any benefit when due under the plan?

Did the haw loans? (lf Yes," enter amount as of
h lf this is an individual account plan, was there a blackout period? (See instrudions and 29 CFR

2520.

i f 10n was answerod Yes," dreck the box if you either provided the required notice or one of the

524

2

813,839
12a9,523)

390 o00

(a) Beginning of YGaI_
7a 3,?g!,1!5_
7b 0

3,730,4357c
(alAmount

8a(t) 75,000

aael 84,108

8a(3) 9,483
8b 355,725
8c

8d 769, 059

8e 6,OO7

8f 38,774

8o

th
8i

8i

IV

Yes lrlo

{0a x

10b x
t0c x

10d x

10,a x
10t x
1og x

t0h x

10iexceptions to the notice under 29 CFR 2520.101-3

Forrn 5Q00-SF,2C24 - 
ParJg 2



Form 5500-SF 2024 rase3-n

Pension
11 ls this a defined hneft plan suuec{ to minimum funding rBguirements? (lf "Yes,. see instrudions and complete Sdledule

SB (Form 5500) and lines 1 Ia and b b6low.) lf this is a delined contributjon pen$ion plan, leave line 1 1 blank and complete fl ves EI tto

a. Enter the mrnrmum for lrom SB line 40

b PBGC miqed contribution ruporting requlrcnrenB. lf the plan is covered by PBGC and the amount reported on line I 1a is greater than $0,

has PBGC been notified as required by ERISA sec{ions 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

I ves.

f] No. Reporting was waived under 29 CFR 4043.25(c){2) because contributions equal to or exc,eeding the unpaid minimum required contribution

were made by the 30th day after the due date.

fl tto. The 30{ay period relerenced in 29 CFR 4043,25(cX2) has not yet ended, and the sponsor intends to make a contribution equal to or

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

fl Ho.Other. Provide explanation

ls this a defined contribution plsn subject to the mlnimum funding requinements of section 412 of the Code or sedion 302 of

(lf 'Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable-) lf this is a defined benefit pension plan,
fl v"s E] tto

O lf awaiverofthe minimumfunding standard for a prior year h being amortized in this plan year, see instrlrclions, and enter the date of the letter
rulino the waiver Month Dav

tla

Year
line {0 to line

b Enter the minimum contribution for this plan

C Enter the amount contributed the to lhe plan for the

d Subtraa the amount in line 12c fom the amount in line ,lzb. Enter the result (enter a minus sign to the lefi

e \M[ the minimum funding amounl reported on line 12d be met by the tunding deadline? fl v"r fl Nq fl rve

13a nas a resofution to terminate the plan been rn Yes No
lf 'Yes," enter the amount of any plan essets that reverted to ure employer this year

b Were all the plan as$ets distributed to pafiicipants or berpficiaries, kamfened to anolher plan, or brought under fl ves No

C tf, during this plan year, any assets or liabililies were transfuned fom this plan to another plan(s), k entiry the plan(s) to
or

Name of

14a Does Oe ptan Batisry the coverage and nondiscrimination l6sts of Code seciions 410(b) and 401(aX4) by combining thi$ ptan urith any other ptans
the permissive rules? fl ver l1-lr.ro

12b

12c

12d

l3a

r3c{2) EtN(s)

l4b If this is a Code section 401(k) plan, cfiect alt boxes that apply to indicate how the plan is intended to satis! lho nondiscdmination requirementsfor defenals and employer matching contibutions applicable) under Code sections 40f (kX3) and .tOl(mXZ).(as
Dcsign-based safe harbor method
"mior yeaC'ADP test
'.cunent yeaf ADp bst

15 tf the plan sponsor is an adopter of 6 pre-approved plan that received a favorable lR$ Opinion Letter, enter the date
202Q and the Opinion Letter sedal number OTOZ(

of the Opinion Letter

12


