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
ROBERT C. BEESON, M.D. 401(K) PROFIT SHARING PLAN PN) D 001
1c Effective date of plan
01/01/2004
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) 35-2095876
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
ROBERT C. BEESON, M.D. 2c Sponsor’s telephone number

765-298-4100

2d Business code (see instructions)

1210 MEDICAL ARTS BLVD., SUITE 208
ANDERSON, IN 46011 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 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) 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)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 4
€ 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. 09/15/2025 ROBERT C BEESON
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
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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 152661 170736
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 152661 170736

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) 1793

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 1793

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 15764
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 19350
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 1275
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 1275
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 18075
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 2K 2R 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 50000
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
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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 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_ Q703191A
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CparTman) of e Troatury Benefit Plan
I Ravetis Somks This for 1y roquired to be Red under soctions 104 and 4055 of the Employen Retioment 2024
Depazmind of Labar Incame Securtty Act of 1974 {ERISA), and soctions B057(b) and 6058(a) of the Intemal
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Far calen R year 2024 or flatd plan ning 010172024 =nd pnclig 1273972024
A This return/repart is for B a stngin-emptoyer ptan [] & utépte-employer pian (et mutiempicyer) (Pangion Pion flers chudking fits box

must attach Schadule MEP. Othor plans must attach a list of parlizipating employer
informiation in 4ecendanca with the form etruetions.)

B This retumirapart ts [ the ret retumiropore [ the tinal returmvropert
[ sn amended retumiepart [ & sort plan yasr etumirapent ges than 12 montha)

C Chock bex W fingunder: X} Famn 5558 [J automat extenston . [] eeve program
D spaclal oxtonslon (enfer description)

B {fthe plun is & collectively-bargained plan, check heve v 1

E_Ifhis Is o petsonetively adopted glan permited by SECURE Act soulon 201, Ghee ham s | ]

C BAriiE] Bacle Pian Informatio

Ri—eritor all raquestad Infamation

13 Mama of plan 1B Throodigit plan numbar oot
Robert €. Baegon, M.D. 401(k} Pratit Sharing Plan FN) b
4¢ Effeciive date of plan
0/01/2004
Za Plan aponsor's name (emplayer, i for a gingle-employer plan) 2b Employer tdertification Number (ZIN)
Malting address (Indude s;.mm. apt, mlto I‘t:. ﬂaPml s}mr:lt. orP.o.lBo:} foro 35-2095076
h \ . 1 ,
Gity or tewn, stzta of pravinca, couniry, an ar forolgn postal codn (f feraign, saa Instusions) 26 Sponsors telephons numbor
Rabort C. Beasan, M.D. (765) 2964100
2d Business cedo (sas Instruclions)
1210 Modica) Ats Blvd,, Sutio 208 G211
Anderaon, IN 46011
30 Plan administraior's nama and address [X] Same as Plan Sponacr. 3b Administrator's EIN

e Adminishutors talephana mumber

4 Ifthe name end/or EIN of the plan sponsor ar the plan namo has changed aince the fasl mtumireport 4b EN
fited for this plan, omer the plan sponsoer's name, EIN, tha plan namo and the plan sumber from the

tost relum/raport, 4d PN
& Sponzor's neme
¢ Plan Namo
5a Total numiser of partielpants &1 tho bagianing of the plan year 5a 4
b Tou numser of particlpants at the and of the plan yesr — Sby 4
(1) Number of partsipants with aczount balancus 68 of the Iseginning of e plan yeat (only dafinsd Sc(1)
contibuton plans complete ths KB} e . 4
&(2) Numbor of patlelpants with account balances &s of the and of the plan year {enly dafinad Be(2)
soniiutlen plans completo this lem) - )
(1) Total numbor of activa participanta at the beginning of Qi plan year Sd{1) 3
&(2) Total number of activa participants at the end of the plan yaar Sd{2) 4
@ Number of paricipants who tarminated employment during the plan year with aseruod benefits thal So 0
wora leas than 100% vested ... dssunsbsastorantenanE soEsIBYS RIS SO p s st g2 sdimbesamtanastsaspacs -
panalty for the fato or Incomplets fling of thig rokimiroport wil) b asaessed unfess reasonablo exuso I3 oatabillanad, —_
Under paneltes of parury and other penalties 3ot farth in the insttuellans, | decare thal | Rava onamined NG reWm/roport, Inclisding, if applicable, & Schadulo
88 or Schadulo MB complared and slgned by an enrelicd schuery, a5 wall as the elecironte varsion of gris retumyreport, and La tha bes) of my knewledge and
Dallel, 13 ve, enmoet, and complato,

Robert C Boagon

Date Entar name of individual slaniag as plan administator
4 )5 35| Roben € Baosen

= Sig ymplayedplan spo _ — g * Enter name of individual signing 89 employer or plan sponger |
perwork Reducilon Acl Notlcs, 360 tha tngiructians for Farm §500-8F. Famm 5900-3? z!%:&}
o A

€ 4 LGN . Wdlp:e1 5207 "§) '0ag



Form 5500-5F (2024) Page 2

6a
b

Wara all of the plan's assets during the plan year invested in eligible assets? (Sea instructions,)

Are you claiming a waiver of the annual examination and raport of an Independent qualified public accountant {IQFA)

under 28 CFR 2520.104-467 (See Instructions on walver eligibility and CONAHIONS. .. vervv.crrerisirsiiees e s resesesssesesse oo oo,

If you answered “No” to elther fine 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500,
€ ifthe plan Is a defined benefit plan, is it covered undear the PBGC insurance prograrn {(see ERISA section 4021)? ...... |:| Yes |:| No D Not determinad

If "Yes” is chacked, enter the My PAA confirmation number from the PBGC pramium filing for this plan year

. (880 Instructions.)

| Part ll | Financial Information

7 Plan Assets and Liabliitles {a) Baginning of Year (b} End of Year
2 Total plan assels ..., 7a 152661 170736
b Total plan labilities .....................coevnr.. 7b
€_Net plan assets (subtract line 7b from line 7a)........ccoccvrveervinn, 7c 1562661 170736
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b} Total
a Contributions recelved or recelvable from:
(1} EMPIOYEIS i eesesssiessseessnesiersesnenensoessssssseesesens Ba(1) 1793
(2] PartiCIPANS. ...\ iiicerissiriiieeseeeceresssessseseseesesmmseseses e 8a(2) 1793
(3) _Others (Including rolloVers)..........c..o.e.ccceeoreversreerisenn oo Ba(3)
B OHNGE INCOMO (10B8Y ...vvveevvve e ireseeeeesssseesseses oo fih 15764 L
€ Total income (add lines 8a(1), 8a(2), Ba(3), and 8b)..................... 8¢ ot 19350
d Benefits pald {including direct rollavers and insurance premiums
£ Provide BENEMS) ......c..pvvveiiriiireceie s vererisesenteseeeeee s 8d
€ Certain deemed and/or corrective distributions (see instructions) . Be
f_Administrative service providers (salaries, fees, commissionss...... 8f 1275
o OMEr BXPENSES 1t ettt ena e 8g i ]
h_Tolal expenses (add lines 8, 8e, 8f, and 8g) ........coooovvvvvv. 8h 1275
i Netincome (loss) (subtract line 8h from line 80) e 8i 18075
j Transfers to (from) the plan {see instructions) 8j '

Part IV l Plan Characteristics

9a

2E 2F 26 2§ 2K 2R 2T 3B 4D

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 I Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmlt to the plan any participant contributions within the time period
described in 28 CFR 2510.3-1027 Continue to answer “Yes” for any prior year failures until fully
corrected. (See Instructions and DOL's Voluntary Fiduciary Carrection Program)............coueeieene 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do net Include transactions
reported on line 108 ... e 10b X
€ Was the plan covered by a fidelity bond? 10¢ X 50000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused X
by fraud or dIShONESIY? ...t eeeeee oo 10d
e Wers any fees or commissions paid to any biokers, 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? (S8 INBIUCHONS. ). ....coci e eeese s cese e s ee et oo 10e
f  Has the plan failed to provide any benefit when due under the PIAN? e, 10f
g Did the plan have any participant loans? (If "Yes,” enter amount as of year-end,) ...eeeiiien, 10g
h Ifthis Is an individual account plan, was there a blackaut period? (See Instructions and 29 CFR
2520.101-8.) 1ovvrmseissc oo consninene et e eeee e oo e s oo s 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

10i




Form 5500-SF (2024} Page 3-[ 1

Part VI | Pension Funding Compliance

11  is this a defined bensfit plan subject to minlmum funding requirements? (If "Yes," see Instructions and complete Schedule SB

(Form 5600) and lines 11a and b below.) If this Is a defined contribution penslon plan, leave line 11 blank and complete line 12 |:| Yes D No
below

a _Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) lina 40 | 11a |

b PBGC missed contrlbution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGG
been notifled as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Chack the applicable box:

D Yes.

D No. Reporting was waived under 29 CFR 4043 .25(c)(2) because contributions equal to or exceeding the unpald minimum required contribution
were made by the 30th day after the due date.

D No. The 30-day period referenced In 20 GFR 4043.25(c)(2) has not yet ended, and the sponsor Intands to make a contribution equal to or
exceeding the unpald minimum required contribution by the 30th day after the due date.

[:] No. Other, Provide explanation

12 |s this a defined contribution plan subject te the minimum funding requirements of section 412 of the Code or section 302 of

BRISAT . e s e 1 Rt 8R4ttt s e D Yes EI No
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e helow, as applicable.} If this Is a defined benefit pension plan, leave
ling 12 blank and complete line 11 abova.
& If a waiver of the minimum funding standard for a pricr year is being amortized in this ptan year, see instructions, and enter the date of the letter ruling
Aranting the WaIVEI. L ooy i e kst ceceseseesssen srs et eeebensesessssseesssesesseeeeeenseese Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schadule MB (Form 5500}, and skip to line 13,
b Enter the minimum required contribution for this PIAN YEAE ....c.....c.o.ieeeeonir e seoee e e et 12b
€ _Enter the amount contributed by the employer to the plan for this plan year 12c
d Subtract the amount in line 12¢ from the amount in iine 12b. Enter the result (enter a minus sign to the left of a 12d
NEEALVE BIMOUNL) ... i et o bt st e sesensessonssesensesssassseresessesonsesessseseeseenseeeseseeenes
e Will the minimum funding amount reportad on line 12d be met by the funding deadiing?...........oo.eee oo, D Yes D No [:| N/A
Part VIl | Plan Terminations and Transfers of Assets
13a Has a resolution to tenminate the plan been adopled In anY PIAN YOAF? ... D Yes EI No
a_If "Yes," enter the amount of any plan assets that reverted to the employar this YBar.....................coo.coceoevconnnnn., 13a
b» Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, ar brought under the D Yes EI No
COMIOL OF 8 PBGOT 11 ittt meseenacessesssesssessassesseseeessesseesesseee s e esesseee e

C If, during this plan year, any assets or liabilities were transfarred from this plan to another plan(s}, identify the plan(s) to
which assets or liabilitles were transferred. (See instructions.)

13c{1) Name of plan(s): 13¢(2) EIN(s) 13c(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 permisslve aggregation rules?[ ] Yes ] No

14b i this is a Code section 401(Kk) 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 ()(3) and 401(m)(2).
E Dasign-based safe harbor method

[] “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 favorabls IRS Opinion Letter, enter the date of the Opinion Latter 06/30/2020
(MM/DD/YYYY) and the Opinion Letler serial number Q703191a. -




o D H Application for Extension of Time OMS No. 16451610
(Rev. January 2026) To File Certain Employee Plan Returns

File Wi
Department of the Treasury Go to www.irs.gov/Form5558 for the latest information, fle With IRS Only

Internal Revenue Service

Identification

A Name of filer, plan administrater, or plan sponsor (see Instructions) B  Employer identification number {EIN}
Robert C. Baescn, M.D. 35-2085876
Number, strast, and room or sulte no. (If a P.0. box, see instructions.) '
1210 Medical Aris Bivd., Suite 208
Clty or town, state, and ZIP code
Anderson, IN 46011 :
C Name of plan D Thres-digit plan number (PN)

Robert C. Beeson, M.D. 401(k) Profit Sharing Plan 001
E Plan year end date

12 31 2024 ; o
Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

i [] Check thig box if you are requesting an extenslon of time on line 2 to file the first Form 5500 series return/report for the plan fisted
in Part |, item C, above.

2 | request an extension of time unt|! 10715 2026 to flle Form 5500 series. See Instructions.

3  lrequest an extenslon of time until 10715 ; 2025 to file Form 8955-S5A. See Instructions.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) If (a) the Form 5558 is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested; and (b) the date on line 2
and/or line 3 {above) is not later than the 15th day of the 3rd month after the normal due date.

For Privacy Act and Paperwork Reduction Act Notice, see Instructions. Cat. No, 12005T Form 5958 (Rev, 1-2025)



