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
COMPREHENSIVE MEDICAL OFFICE P.C. PENSION PLAN (PN) » 001
1c Effective date of plan
01/01/2014
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) 80-0194414
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
COMPREHENSIVE MEDICAL OFFICE P.C. C Sponsor's telephone number

718-746-0900

2d Business code (see instructions)

208-01 NORTHERN BLVD. 4F
BAYSIDE, NY 11361 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 8
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 5¢(1)
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
Der « C0 5¢(2)
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 7
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 7
€ 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 JUNGMAN SUH
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 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 3235443 3643757
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 3235443 3643757

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) 163660
(2) PartiCipantS..........cccceeeiuuueeiiee e 8a(2)
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 244654
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 408314
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
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 408314
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:
1A 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 200000
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 10580
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 Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 | 11a | 0

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
D 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
B RIS A 7 ettt ettt ettt e e teeeeeateeeeaateeeateeeeastteeeaateeeaateteeannteeeanteeeaseeeeannteeeateeeaasaeeeeanteeeataeeeanteeeeanreeeareeeennneeas 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 ..............ccoiioioeoeeeeeeeeeeeeeeeeeeeee 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 D Yes D No D N/A

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @any Plan YEar? ..............ccccoeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeen e Bl Yes D No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year...............cccccocooiniiiiiiii. 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
[l lal 1o e TN d = T O T T T T T P TP P T TP TP PPPPTPPPPPPPPR

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): 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 [{ 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).

D Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

M 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 02/ 28/ 2023
(MM/DD/YYYY) and the Opinion Letter serial number_ Q705126A,




SCHEDULE SB Single-Employer Defined Benefit Plan OB No. 1210-0719
(Form 5500) Actuarial Information 2024

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee
Department of Labor i i i . . R
Employee Benefits Security Administration Retirsment |nCOmeIr?tZ(;rL:;IIt}éé\(;tegL;Qggdgfgl!zp(\%:dn:)'sectlon 6059 of the This Forrlrrl‘llsspg(?tie:nto Public

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024

» Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit
COMPREHENSIVE MEDICAL OFFICE P.C. PENSION PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
COMPREHENSIVE MEDICAL OFFICE P.C. 80-0194414
E Type of plan: ]E Single D Multiple-A D Multiple-B ‘ ‘ F Prior year plan size: B 100 or fewer D 101-500 D More than 500
‘ Part | l Basic Information
1  Enter the valuation date: Month _ 12 Day 31 Year 2024
Assets:
@ MATKEE VAIUE ...ttt st e st s e bbb s e s e st et a sttt s e ennas 2a 3478536
D ACUBIHAI VAIUE ... 2b 3478536
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment..............ccococeiiieiennne, 0 0 0
b For terminated vested participants 2 30258 30258
7 3658957 3658957
9 3689215 3689215
4
a Funding target disregarding prescribed at-risk assSUMPLIONS ............ooiiiiiiiiiiiiie e 4a
b Fuqding target reflecting at-r.isk assumptipns, but disreggrding trgnsition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor
5  Effective interest rate 5 5.46 %
6 Target normal cost
a Present value of current plan YEar @CCIUAIS ...............cueiueiieiuieeecie e et ettt et e e aeebe e eae e ereeaeeaeenns 6a 142080
b Expected plan-related @XPENSES ..........c.ccooveveviveuceieeeeieeeeeeeeeee et eee et en et aen st eaess s s s s 6b 0
(o T L=y B 4T = [ et AR 6¢c 142080

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 09/16/2025
Signature of actuary Date
MATTHEW J. PHILLIPS 23-07285
Type or print name of actuary Most recent enroliment number
UNITED BENEFIT PENSIONS INC. 631-622-3170
Firm name Telephone number (including area code)

175 BROADHOLLOW ROAD, SUITE 160
MELVILLE, NY 11747

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions D

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2024
v. 240311



Schedule SB (Form 5500) 2024

Page2-[ 1 |

Part Il

Beginning of Year Carryover and Prefunding Balances

7

(a) Carryover balance

(b) Prefunding balance

Balance at beginning of prior year after applicable adjustments (line 13 from prior
VAT .ttt ettt e et e e e bt e e et e e arneeeenes

0

0

Portion elected for use to offset prior year’s funding requirement (line 35 from prior
VEAT) .ttt ettt e et et eeaanes

Amount remaining (lin€ 7 minus liN€ 8) .........ccoiiiiiiiiii e

10

Interest on line 9 using prior year’s actual return of

11

Prior year’s excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year) ...........cccccovceveninne,

585633

b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.42 9,

0

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEEUMN Lo

0

C Total available at beginning of current plan year to add to prefunding balance

585633

d Portion of (c) to be added to prefunding balance ..............ccccoevveeeeeeeeeeeeeeeeee

0

12

Other reductions in balances due to elections or deemed elections ............c.c............

13

Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) .................]

Part Il

Funding Percentages

14

Funding target attainMmENt PEICENTAGE. .......c.c o ettt h bbb e et b e e h e b e b e et e b e seene e b et e ae s s e e et et e e s

14 94.28 %

15

Adjusted funding target attainMmEeNt PEIFCENTAGE ...........oi ittt ettt et e e et e e et e e e bt e e e annbeeeanbeeeabeeeeannne

15 95.01 %

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAr'S FUNAING FEQUITEIMENT. ...ttt et e ettt ettt e e ettt e e eab et e ettt e e ettt e e ab et e ettt e e et e e e anb e e e eabeeeeaaneeas

114.20 %

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage

............. 17 %

Part IV

Contributions and Liquidity Shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

05/10/2024

26180

09/02/2025

4634

08/02/2024

4633

07/03/2025

20110

09/10/2025

61813

06/28/2024

20110

05/20/2025

26180

O|O0O|O0O|O|O |O

Totals » | 18(b)

163660

18(c) | 0

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years
b Contributions made to avoid restrictions adjusted to valuation date

€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date

19a

0

19b

0

19c

161764

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI? ....... ..ot et e e et e e et e e et e e e anb e e e enteaaannee s D Yes @ No

b If line 20ais “Yes,” were required quarterly installments for the current year made in a timely manner?.............cccocooveeeoeeeceeeee e [[ Yes [[ No

C If line 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year

(1) 1st

(2) 2nd

(3) 3rd

(4) 4th




Schedule SB (Form 5500) 2024 Page 3

PartV |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1st segment: 2nd segment: 3rd segment: .
5.05 % 5.31 % 5.50 9% [ | N/A, full yield curve used

b Applicable month (enter code) 21b 2

22 Weighted average retirement age 22 62

23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate D Substitute

Part VI |Miscellaneous ltems
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

= L0z Tod 010 0 =Y o1 D Yes @ No

25

Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment

26

Demographic and benefit information

a Is the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ...............

b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment ...

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHMENT ... e
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PriOr YEATS ............ccccuivevivereieeeeceeeeaeie et 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(UL LCI S ) T PP PP
30 Remaining amount of unpaid minimum required contributions (line 28 minus liNe 29) ..............cccoceevevevevevereeenne. 30 0
Part VIII | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
@ Target NOMMAl COSE (IN€ BC) ........v.vveveeieceeeeeeeeteeeeeee ettt et see ettt e et e s s es s es et et esess s es et e s esesnss s enenesesesraens 31a 142080
b Excess assets, if applicable, but not greater than liNe 31@ ..........ccoovoiiiieeeeeeeeeeeeeeeeee e 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment .............cccoiiiiiii 210679 19641
b Waiver amortization installment...............cccovevoviuiucueieeeeececeeeeeee e 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ...........ccccoeeeiiiiiieeeee i, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b- 33)....| 34 161721
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding 0 0 0
reqUIrEMENt ......oooviiiiiiiiiiiiiieeeeee e
36 Additional cash requirement (line 34 MINUS INE 35) .........couiviviveveeeeeeeeececeeeeeeeeeee e, 36 161721
37 ?g:)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 161764
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over line 36) 38a 43
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances........... 38b
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) .............cccoco.c...... 39 0
40 Unpaid minimum required contributions for @ll YEarS ..............c.ocvovevoieeeeeeeeeeeeeeeeeee et 40 0

Part IX Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

41 If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate the first
plan year for which the rule applies. [ [2019  []2020 [ ]2021




: .. Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nos, 1239-0110

. 1210-0089
v v Benefit Plan
Department of the Treasury
.1 memelRevenue Seice This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
e o Labor Income Security Act of 1974 (ERISA), and section 6057(b) and 6058(a) of the Internal ] -
Employee Bo[v)lzf’ns"Se;n:m’yLl;:mmlslranon Revenue Code (the Code)_ This Form is °pen to

Public Inspection

®  Pension Benefit Guaranty Corporation

» Complete all entries in accordance with the instructions to the Form 56500-SF.

| Part! | Annual Report Identification Information A
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024

A This return/report is for: B 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 |:| the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
. € Check box if filing under: @ Form 5558 D automatic extension D DFVC program
o D special extension (enter description)
D Ifthe plan is a collectively-bargained plan, check here » D
© E Ifthisisa retroactively adopted plan permitted by SECURE Act section 201, check here  evveveesessnsencnens > D
' Partll| Basic Plan Information --- enter all requested information
- 1a Name of plan 1b Three-digit plan number 001
Comprehensive Medical Office P.C. Pension Plan (PN) »
1¢ Effective date of plan
01/01/2014
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
- Mailing Address (include room, apt., suite no. and street, or P.O. Box) ) ) ) (EIN) 80-0194414
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
Comprehensive Medical Office P.C. 2c S(E’(;.“;)Ors_lfisef’ggr(‘)eonumber
2d Business code (see instructions)
208-01 Northern Blvd. 4F 621111

US Bayside NY 11361
3a Plan administrator's name and address %] Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator's telephone number

. 4 Ifthe name and/or EIN of the plan sponsor or the {alan name has changed since the last return/report filed 4b EIN
T 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 4d PN

":¢ Plan Name

~»Ba  Total number of participants at the beginning of the plan year 6a 8
. * b Total number of participants at the end of the plan year 5b
; '8(1) Number of participants with account balances as of the beginning of the plan year (only defined 5¢c(1
contribution plans complete this item) c( )
'c(2) Number of participants with account balances as of the end of the plan year (only defined 5¢(2
contribution plans complete this item) c(2)
d(1) Total number of active participants at the beginning of the plan year 5d(1) 7
d(2) Total number of active participants at the end of the plan year 6d(2) 7
Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested e 0

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 sig 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, 1nd completg/
£

H j J
’ e pa Vi
SN £ AL /i ﬂ,%( U Uikl a
H " gy ‘
( RE | signature 'of plan administrator Date Enter name of individual sig(ning as plan administrator
1 siGN
"HERE | Signat
ignature of e.mployerlplan sponsor Date Enter name of individual signing as employer or plan sponsor f
For Paperwork Reduction Act Notice, see the instructions for Form 5500-SF. 4

Form 5600-SF (2024)
v. 240311
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Form 55

6a

Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.)

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.)

[X]Yes [INo
X]Yes [INo

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)?

If "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this year

[Jves [XINo []Notdetermined

. (See instructions.)

Part lll | Financial Information

7 Plan Assets and Liabilities {a) Beginning of Year (b) End of Year
a Total plan assets 7a 3,235,443 3,643,757
b Total plan liabilities 7b
C Net plan assets (subtract line 7b from liN€ 7@) .ceuieeseersseressosesssssnsannre| 7€ 3,235,443 3,643,757
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) Employers 8a(1) 163,660
(2) Participants 8a(2)
(3) Others (including rollovers) 8a(3)
b Other income (loss) 8b 244,654
C Total income {(add lines 8a(1), 8a(2), 8a(3), and 8b) ....... o) 8c 408,314
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits) 8d
e Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions) ...| 8f
_g Other expenses 8g
h Total expenses (add lines 8d, 8e. 8f, and 8g)  .cescsscsssssrsessssssssssss 8h
i Netincome (loss) (subtract line 8h from liN@ 8C)  vcesssesescesersassessense 8i 408,314
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:

1A 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) — weeeeee s 10a X
N b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 10a.) 10b X
C Was the plan covered by a fidelity bond? 10c | X 200,000
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 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
the plan? (See instructions.) 10e | X 10,580
Has the plan failed to provide any benefit when due under the plan? 10f X
g Did the plan have any participant loans? (If "Yes," enter amount as of yearend.) ... exsessateanssats 10g
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.) 10h X
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
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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 [Z] Yes [:I No
line 12 below
. a. Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 l 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:

[] ves.

I:I 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.

I:] 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? [J Yes [X] 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 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
C Enter the amount contributed by the employer to the plan for the plan year 12¢
d  Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left 124
of a negative amount)
e Wil the minimum funding amount reported on line 12d be met by the funding deadline? [J Yes[] No J NAa
Part Vil l Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in any plan year? X] Yes [] No
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 ancther plan, or brought under D Yes E No
the control of the PBGC?

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): 13c¢(2) EIN(s) 13c¢(3) PN(s)

Part VIl l 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
[] "Prior year" ADP test
] "current year" ADP test

[x] 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

C 02/ 28/ 2023 (MM/DD/YYYY) and the Opinion Letter serial number Q705126a .




SCHEDULE SB Single-Employer Defined Benefit Plan OME No. 12100710
(Form 5500) Actuarial Information 2024

D?ptmmf?!t of the Tsreaalury
ntarnal Revenue service . . .
This schedule Is required to be filed under section 104 of the Employea

Department of Labor Retirement Income Securlty Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
Employae Banefits Security Administration Internai Revenue Code (the Code). Inspegtion
Penslen Beneflt Guaranty Corporation

b File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 andending  12/31/2024
P Round off amounts to nearest dollar.
® Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B  Three-digit
Comprehensive Medical Office P.C. Pensicn Plan plan number (PN) » 0oL

=

g

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)

Comprehensive Medical Office P.C, 80-0194414

F Prior year plan size: [X]100 or fewer []101-500 [_] More than 500

E Type of plan: [X]Single {_] Muitiple-A [_] Multiple-B

| Part | Basic Information
1 Enter the vaiuation date: Month i2 Day. 31 Year____2024

Assets:
& Market value 2a 3,478,536
b Aciuarial value 2b 3,478,536
3 Funding target/participant count breakdown: (1) Number of (2) Vested Funding (3} Total Funding
pariicipants Target Target
a For retired participants and beneficiaries receiving payment 0 0 0
b For terminated vested participanis 2 30,258 30,258
C For active participants 7 3,658,957 3,658,957
A Total  rsmsesssneses 9 3,689,215
4 Ifthe plan is in at-risk status, check the box and complete lines (2) and (B)  wesmrmsessensisese -1 e
a Funding target disregarding prescribed al-risk assumptions
b Funding target reflecting at-risk assumptions, but‘disregarding t{gnsition fuie for plans that have 4b
been in at-risk status for fewer than five consecutive vears and disregarding loading factor  secaseesnniee
5  Effective interest rate 5 5.46 9

6 Target normal cost : §
a Present value of current plan year accruals 6a 142,080
b Expected plan-related expenses 6h 0
& Targst normal cost 6¢ 142,080
Statement by Enrolled Actuary
To the best of my knowledge, the informatton supplied in this schadule and accompanying schedules, statements and atlachiments, if any, is compiete and accurate. Each presribed assumption was
applied In accordance with applicable law and regulations. In my apinion, each other assumption is reasonable (taking Into account the experience of the plan and reasonable expactations) and such
other agsumplions, In combination, offer my best estimate of anticipated experience under the plan.
-_
| Qlid2¥
Signature of actuary : Date
Matthew J. Phillips 23-07285
Type or print name of actuary Most recent enrollment number
United Benefit Pensiong Inc. (631) 622-3170
Firm name Telephong number (including area coeda)
175 Broadhellow Road, Suite 160
US Melville NY 11747
Addross of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see ]
instructicns
Far Paperwork Reduction Act Notice, see the instructions for Form 5500 or 5500-SF, Schedule SB (Form 5500) 2024

v. 240311
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“Partll /| Beginning of Year Carryover and Prefunding Balances

(a} Carryover balance

{b) Prefunding balance

7 Balance at beginning of prior year after applicable adjustments (line 13 from

prior year) 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from

prior year)
9 Amount remaining (line 7 minus line 8)

10 Interest an line 9 using pricr year's actual return of 6.639,

11 Prior year's excess contributions to be added to prefuncing balance: e o
a Present value of excess contributions (line 38a from prior year) 585,633
b(1) Interest on the excess, if any, of line 38a over line 380 from prior year

Schedule SB, using prior year's effective interest rate of 5.42 o 0

b({2) Interest on line 38b from prior year Schedule SB, using prior year's
actual return 0

Total available at beginning of current plan year to add o prefunding
halance 585,633
d Portion of (c) to be added to prefunding balance L 0
12 Other reductions in balances due to elections or deemed olections [E— 0 o
13 Balance at beginning of current year (fine 9 + line 10 + line 11d - line 12) 0 0
“Part 1'% Funding Percentages

14 Funding target attainment percentage 14 94.28 %

15 Adjusted funding target attainment percentage 15 95,01 %

16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to 16
reduce current year's funding requirement 114.20 %

17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such perceniage e 17 %

“Par IV} Contributions and Liquidity Shortfalls

18 Contrbutions made to the plan for the plan year by employer(s) and employees:

(a} Date (b} Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-LD-YYYY) employer(s) employees {(MM-DD-YYYY) employer(s) employees

05/10/2024 26,1890 06/28/2024 20,110

08/02/2024 4,633 05/20/2025 26,180

07/03/2025 20,110 08/02/2025 4,634

09/10/2025 61,813

R SO e ek : i Totals b I1B(b) 163, 660 18(6)| 0

19 Discounted employer contributions — see instructions for small plar: with a valuaticn date after the beginning of the year:

a Contributions allccated toward unpaid minimum required contributions fram prior years verssnmrsnreneneenee | 198 0

b Contributions made to avoid restrictions adjusted to valuation date 18b 0

¢ E‘r&rétributions allocated toward minimum required contribution for current year adjusted to valuation 19¢ 161,764
20 Quarterly contributions and liquidity shortfalls: k g \“;?

a Did the plan have a "funding shortfall" for the prior year? ] Yes [X]No

b Ifline 20a is "Yes," were requirad quarterly installments for the current year made in a timely manner? ] Yes [_INo

C Ifline 20a is "Yes," see insfructions and complste the following table as applicable:

e e

Liquidity shortfall as of end of quarter of this plan year

(1) 1st 2y 2nd (3)  3rd
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Assumptions Used To Determine Funding Target and Target Normal Cost

21 Discount rate:

3rd segment;
5.59 %

2nd segment:
5.31 %

1st segment:
5.06 %

a Segment rates:

] NA, full vield curve used

b Applicable month (enter code)

21b

2

22 Welghted average retirement age

22

62

[X] Prescribed - combined ] Prescribed - ssparate

[] substitute

23 Mortality table(s) (see instructions)

"Part

Miscellaneous items

24 Has a change been made in the nen-prescribed actuarial assumptions for the current plan year? If "Yes,” see instructions regarding required

attachment

[Iyes[X] No

25 Has a method change been made for the current plan year? If "Yes," see instructions regarding raquired attachment

....................... |:| Yele] No

26 Demographic and benefit information

a |s the plan required to provide a Schedule of Active Participants? If "Yes," see instructions regarding required attachment ~ .oeveeeers EI Yas[X] No
b Is the plan required to pravide a projection of expected bensfit payments? If "Yes," see instructions regarding required attachment [Ives No
27 |f the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
attachment ...
i Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum recuired contributions for all prior years 28 0
29 Discounted employer contributions allocated toward unpaid minimum required confributions from prior 29
vears (iNe 198)  .ruecescoorsssssesrissassesceissssersaniasesiossonsesiovesssso o rassnsssasssnssassassnsssannan "
30 Remaining amount of unpaid minimum required contributions {line 28 minus line 29} O — 30
by g
31 Target normal cost and excess assets (see instructions):
@ Target normal cost {line 6c) " 31a 142,080
b Excess assets, if applicable, but not greater than line 31a 31b [}
32 Amortization installments: Outstanding Balance Installment
A Net shertfall ameriization installment ... 210,679 19,641
b Waiver amortization instailment 0 Q
33 Ifa waiver has been approved for this plan year, enter the date of the rufing lstter granting the 23
approval (Month Day Year ) and the walved amount  wuesesssessanes
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33) 34 161,721

Carryover balance

Prefunding Balance

Total balance

35 Balances elected for use to offset funding

requirement o 0 0
36 Additional cash requirement (line 34 minus line 35} 36 161,721
37 Contn‘?utions allocated toward minimum required contribution for current year adjusted to valuation 37
date (line 19c) 161,764
38 Present value of excess contributions for current year (see Instructions)
@ Total (excess, if any, of line 37 over line 38) 38a 43
b Portion'included in fine 38a atiributable to use of prefunding and funding standard carryover balances 38h 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over Ng 37)  .uwsreersens 39
40 Unpaid minimum required contributions for all years 40

Part X ¥| Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

41 If an elaction was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, chack the box to indicate

the first plan year for which the rule applies.

[(J 2019 [J2020 [ 2021



cMODB Schedule SB, Part V
Statement of Actuarial Assumptions/Methods

Comprehensive Medical Office P.C. Pension Plan
80-0194414 / 001

For the plan year 01/01/2024 through 12/31/2024

Valuation Date: 12/31/2024
Funding Method: As prescribed in IRC Section 430

Age - Eligibility age at last birthday and other ages at nearest birthday

Retrospective Compensation - Highest 3 consecutive years of service

Form of Payment - Assumed form of payment for funding is lump sum equivalent of normal form. Funding Target for lump sum is
the greater of the present value of accrued benefit computed using funding segment rates and 417(e)
Applicable Mortality Table or lump sum at the assumed retirement date of accrued benefit using plan actuarial
equivalence discounted using appropriate segment rate. Lump sum on plan actuarial equivalence rates will not
exceed 415 maximum allowable distribution, which is the lesser amount computed using a) 5.5% interest and
the Applicable Mortality Table or b) the greater of plan actuarial equivalence interest and mortality or 417(e)

Minimum
Interest Rates - | Segment rates for the Second Month Prior to Segment rates as of September 30, 2023 As
Val Date as permitted under IRC 430(h)(2)(C) permitted under IRC 430(h)(2)(C)(iv)(ll) - ARP
Segment # Year Rate % Segment # Year Rate %
Segment 1 0-5 5.05 Segment 1 0-5 5.05
Segment 2 6-20 5.31 Segment 2 6-20 5.31
Segment 3 >20 5.37 Segment 3 > 20 5.59
Pre-Retirement - Mortality Table - None
Improvement Scale - None

Early Retirement Table - None

Turnover Table - None
Disability Table - None
Salary Scale - None
Expense Load - None
Ancillary Ben Load - None
Post-Retirement - Mortality Table - 24C - 2024 Combined
Improvement Scale - None
Cost of Living - None
Lump Sum - G94 - 1994 Group Annuity Reserving Proj 2002, Scale AA (unisex) at 5.5%
or

24E - 2024 Applicable Mortality Table for 417(e) (unisex)

Asset Valuation Method: Fair market value of assets adjusted for contributions under IRC 430(g)(4)

Discrimination Test Assumptions:
HCE Determination - Based on all employees

Otherwise Excludable - Otherwise Excludable HCEs are included with the Not Otherwise Excludable employees



cMODB Schedule SB, Part V
Statement of Actuarial Assumptions/Methods

Comprehensive Medical Office P.C. Pension Plan
80-0194414 / 001

For the plan year 01/01/2024 through 12/31/2024

410(b)/401(a)(4) Testing:
Pre-Retirement - Interest - 8.5%

Post-Retirement - Interest - 8.5%
Mortality Table - U84 - 1984 Unisex

Permissively Aggregated Plans - Not tested As Single Plan
Compensation - Use current compensation to calculate the benefit accrual rate (annual method)
Testing Age - Normal retirement age or attained age, if older
Testing Service - Separate benefiting service for DC and for DB for Accrued-to-Date Method

Normal Form for MVAR - Joint with 100% Survivor Benefits

401(a)(26) Testing:

Compensation - Use current compensation to calculate the benefit accrual rate for 401(a)(26)

Testing Age - Normal retirement age or attained age, if older



CMODB

Schedule SB, Part V
Summary of Plan Provisions

Comprehensive Medical Office P.C. Pension Plan

80-0194414 /001
For the plan year 01/01/2024 through 12/31/2024

Employer:

Type of Entity -
Dates:

Eligibility:
Hours Required for -
Plan Entry -
Retirement: Normal -
Early -

Average Compensation:
Top Heavy Minimum Benefit -

Plan Bengefits: Retirement -

Accrued Benefit -

Early Retirement -
Death Benefit -
Disability Benefit -

Top Heavy Minimum:

IRS Limitations:

Normal Form:

Optional Forms:

Vesting Schedule:

Comprehensive Medical Office P.C.
S Corporation
EIN: 80-0194414 TIN: Plan #: 001  Plan Type: Defined Benefit

Effective - 01/01/2014 Valuation - 12/31/2024
Top Heavy Years - 2014, 2015, 2016, 2017, 2018, 2019, 2020, 2021, 2022, 2023, 2024

All employees excluding non-resident aliens, members of an excluded class and union
Minimum age - 21 Months of service - 12

Eligibility - 1000 Benefit accrual - 800 Vesting - 1000

First day of 1st or 7th month of plan year on or next following eligibility satisfaction

Attainment of age 62 and completion of 5 years of participation
Not provided

Highest 3 consecutive years of service

Highest 5 consecutive top heavy years of participation

Frozen benefit formula

Frozen accrued benefit as of 12/31/2024

Maximum allowable distribution is lump sum equivalent of normal form not to exceed 415 maximum allowable
distribution, which is the lesser amount computed using a) 5.5% interest and the Applicable Mortality Table or
b) the greater of plan actuarial equivalence interest and mortality or 417(e) Minimum

None
Face Amount minus Cash Value plus Present Value of Accrued Benefit
None

2% of average compensation per top heavy year of participation excluding years prior to the adoption date of
the plan and 1984 (if earlier), limited to 10 years

415 Limits - Percent: 100 Dollar: $275,000
Maximum 401(a)(17) compensation - $345,000

Life Annuity

Lump Sum
Life Annuity Guaranteed for 10 Years
Joint with 50%, 75% or 100% Survivor Benefit

Years Percent
0-2 0%
20%
40%
60%
80%
100%

~NOoO ok w

Service is calculated using all years of service except years prior to plan effective date



cMODE Schedule SB, Part V
Summary of Plan Provisions

Comprehensive Medical Office P.C. Pension Plan
80-0194414 / 001

For the plan year 01/01/2024 through 12/31/2024

Present Value of Accrued Benefit: Based on the greater of 417(e) or Actuarial Equivalence

417(e):

Second Month Prior to Plan Yr Beg

Interest Rates - | Segment # Years Rate %
Segment 1 0-5 5.50
Segment 2 6-20 5.76
Segment 3 > 20 5.83

Mortality Table - 24E - 2024 Applicable Mortality Table for 417(e) (unisex)

Actuarial Equivalence:

Pre-Retirement - Interest - 5.5%
Mortality Table - None

Post-Retirement - Interest - 5.5%
Mortality Table - G94 - 1994 Group Annuity Reserving Proj 2002, Scale AA (unisex)



CMODB Schedule SB, line 19 -

Discounted Employer Contributions

Comprehensive Medical Office P.C. Pension Plan
80-0194414 / 001
For the plan year 01/01/2024 through 12/31/2024
Valuation Date: 12/31/2024

Adjusted
Adjusted Prior Year Adjusted Effective Penalty
Date Amount Contribution Contribution Quarterly Rate Rate
Deposited Contribution 05/10/2024 $26,180
Applied to MRC 12/31/2024 26,180 27,089 0 0 5.46  0.00
Deposited Contribution 06/28/2024 $20,110
Applied to MRC 12/31/2024 20,110 20,661 0 0 5.46  0.00
Deposited Contribution 08/02/2024 $4,633
Applied to MRC 12/31/2024 4,633 4,736 0 0 5.46  0.00
Deposited Contribution 05/20/2025 $26,180
Applied to MRC 12/31/2024 26,180 25,652 0 0 5.46  0.00
Deposited Contribution 07/03/2025 $20,110
Applied to MRC 12/31/2024 20,110 19,578 0 0 5.46  0.00
Deposited Contribution 09/02/2025 $4,634
Applied to MRC 12/31/2024 4,634 4,472 0 0 5.46  0.00
Deposited Contribution 09/10/2025 $61,813
Applied to Additional Contribution 12/31/2024 45 43 0 0 5.46 0.00
Applied to MRC 12/31/2024 61,768 59,533 0 0 5.46  0.00

Totals for Deposited Contribution $163,660 $161,764 $0 $0



cMoDe Schedule SB, line 22 -
Description of Weighted Average Retirement Age

Comprehensive Medical Office P.C. Pension Plan
80-0194414 / 001
For the plan year 01/01/2024 through 12/31/2024

The age reported is the weighted average of the assumed retirement ages for all active participants as of the valuation date based on
their funding target or target normal cost should the funding target of the plan be zero rounded to the nearest whole age. For an active
late retiree, the assumed retirement age may be later than the Plan's normal retirement age. Each participant's rate of retirement is
assumed to be 100% of his/her assumed retirement age.



CMODB

For the plan year 01/01/2024 through 12/31/2024

Schedule SB, line 32 -

Schedule of Amortization Bases
Comprehensive Medical Office P.C. Pension Plan
80-0194414 /001

Date Base Original Base Present Value of Years Remaining Amortization

Established Amount Type of Base Remaining Installments Amortization Period Installment

12/31/2024 210,679 Shortfall 210,679 15 19,641

Totals: $210,679 $19,641



