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
MICHAEL J. RIERMAIER M.D. J.D. S.C. PROFIT SHARING PLAN (PN) » 002
1c Effective date of plan
04/01/1992
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) 36-3816770
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
MICHAEL J. RIERMAIER M.D. J.D. S.C. 2c sponsor's telephone number

847-697-7722

2d Business code (see instructions)

1435 RANDALL ROAD, SUITE 304
ELGIN, IL 60123-2304 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..............cccccoeueueveieveveeeeeeeeeeeeeeeeeeean 5a 14
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 14
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

- T 5¢c(1) 14
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 14
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. 09/18/2025 MICHAEL J. RIERMAIER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

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

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 1661228 881853
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 1661228 881853

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

(1) EMPIOYETS ...t e e 8a(1)

(2) PartiCipants........cuoiuiiiiiiiiiiieiie e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 154414
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 154414
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 924080
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 9709
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 933789
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -779375
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
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 100000
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




Form 5500-SF (2024)

Page 3-| 1

Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes D No

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

|11a|

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

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

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

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

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

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

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggregation rules?[ ] Yes [{ No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

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 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q702874A,




#8007 P.ODO4/005

09/19/ 2025 1257

847 BO7 7722

From:Asasoclates For Women's Health

Form 5500-SF Short Form Annual Return/Report of Small Employee OB o, e
Deoparenent of e Treasuy Benefit Plan
Imsml ke S Thie orm iz 1equired to be iad under seciions 104 and 4086 of the Employee Retirement 2024
mmnluw ] Incorne Security Act of 1974 (ERISA),:&g:m ;lg:;(b) and 6058{a) of the Intemal “:':Ir";" 6 Open to
ublic: Inwpoction
Paron: Bamolk Gusranty Germosetion + Conpiets all sntrvs in accordanca with the inatructions 10 the Form 5300-3F.
[_Pertl | Annual Report identification Information
For calandar plan vasr 2024 or scal plan ysar beginning 5170172024 and ending 137377008
A Thia retumireport is for: B a single-employer plan Da muliple-employer pian (not mettiemplayer) (Pension Plan filers chacking this box

must aftach Schadula MEP. Other plans mual attach a list of participating employer
Information in sceondance with ihe form instructions. )

B This returnireport Is {] e frst remmirepont [ the final raturnireport
D an amerided retum/repont Dashonphn year ratumn/report (less than 12 monthe)
€ Chack box f fling under: fd Form 5558 [Jautomatic extension [l oFec program
D epecial axtension (snter deacription)
D Hihe plan Is a collectively-targalned pian, chack here r ]
E _1this is a retroactivaly adapied plan pamaitied by SECURE Act section 201  sheck hars s []
Partil [ Basic Plan Information—entar sfl requasted Information
12 Name of plan 1b Three-digit plan number
MICHAEL J. RIERMATER M.D. J.D. 5.C. PROFTT SHARING PLAN {PN) b 002
1 Effeclive date of plan
04/01/1992

2a Fian sponsor's name {employer, f for a single-smployer pian)
Malling eddress {inchide room, apt, sulte no. and sirsst, or P.O. Box)

36-3B156770

2b Employer Identification Number (EIN}

Cllynrhwn,shhorpruﬁnu.eutmy.aMZIPnr!hmignpulalwdu(iffnrehn,saeimtr i
MICHAEL J. RIERMAIER M.D., J.D. 5.C.

1435 RANDALL ROAD, SUITE 304

ELGIN IL 60123-2304

2¢ Sponsor's telephons number
B847-691-7722

2d Business coda (zee ingtructions)

621111

32 Plan adminisirators name and address [] Same as Plan Sponsor.

3b Administrator's EIN

3c Adminisirator's telephone nimber

4 thnwnearﬂ'urEanﬂhaphnspomorar(heplannlrmhaschmgedshamei-tmlumh'epaﬂ 4b EN
Tiled for thiz plan, enter the plan sponsor's name, EIN, the plan name and he plan number from the
last retumdrepart. ad Py
@ Sponsor's names
¢ Plan Nama
5@ Totai number of panicipents at the beginning of the plan yesr ] 14
B Total rumber of partisipants at the end of the plan year. 5b 14
(1) Number of participants with account batances 2 of the haginming of the plar year [only defined Sc(f)
coniribution pians complete this iem) 14
©{2) Number of participants with account balsnces ae of the end of the plan year {only defined 8c{2)
contribution plans complets this ifem) 14
(1) Tota number of active perticipants 3 the beginning af the pian yaar 5d{1)
d(2) Total mmber of active participants at the end of Ihe plan yser 5di2) 7
@ Numberof participants who tsriraied employment during the plan year with agorued benefits that S0
were lass than 100% vesied il

Caution: A pynaly for the late or Ingompiete fiing of this returnireport will be pgrossed unisss reasonablp cause is satablished,
Under penaities of pefjury and ofhar panafiies set Jorth In the instructions, { declare that | have

8B or Scherluls MB

4 el ax

sxpiminad this sturn/report, including, if applicablz, 8 Schedule
wnpleﬁedmdslglsdbyn)}m%ladamry.amlasmammvmbndwsrenunfrnpnrt,and to the best of my knowiedge and
aod copebe. 7.4

B T /26 —{wicnaEL 7. RIERMAIER
Date Enter name of ingividual signing as plan administtaior
5 tH o Dats Enter name of indivicial sl g5 g o pisn &
Far Papurwork Reduction Act Nobcs, 5ae tha instnsctions for Form S300.5F. Form G008 [2824)
v. 2aa3ti




#8007 P.DD3/00DS

09/19/ 2025 1256

847 BO7 7722

From:Asasoclates For Women's Health

Form 5500-8F (2024) Page 2

6a Were all of the plan's gsets during the plan yezr invested In eligibl aseete? (See instructions.).
b Are you ciaiming m waiver of the anmual examination and report of ah Independant qualified public accountant (IQPA)

i

under 28 CFR 2520.104-487 {See nelnuctions on waiver shigibiity and conditions.).

B

If you answered “No" fo either{ine 8a or Iine 6b, the plan cannot use Form B500-8F and must insiead use Form 5600,

€ IHiha planis a defined benefit plan, is it covered under the PEGC insurance program (3sa ERISA saction £021)7 .....

YesDNo
Yos [| Mo

-[] ves [IMa [] net dotermined

If"¥es" Is checkad, snter the My PAA confirmation number from the PBGC premium filing for thie plan year - {See instructions.)
{ Part lil [ Firanciaiinformation
7 Pian Astets and Liabilities {u} Beginninp of Year {b) End of Your
2_Tolal plan assels 1,661,228 881,853
1,661,228 881,853
8 income. Expensas, andTramhrsfuththnVaar {x) Amcunt
a Contribulions recelved or recaivahle fom:
[1} Emplayers
{2} Participants.
{3} Othere {including Mm«sl

b_Other Incoma floss). ...

154,414

154,414

o Benefhs pald (nchuding direct rolovers and ineurance pmmums

to provide berefis) 924,080
& _Cedtain deemed ahcior ive distribufions (ses i iona) .
¥ Adminisirative sarvice providers (aalarles, fess, commissions)..... 9,709
8 Other expanses..... i
h Tolal expenses (ndd Hnes 89, Bs, 8, 80 B)...ooo 933,789

Net incorn (lose} (subtract line Bh from line 8c)

=179,375

deit)
aaz}
Ba
| &
C Tolal Imjiﬁ! Iml!BE“l! &I‘Z! Baf3), and 8b)... e Bc
Bd
Be
of
8¢
s
y
P

ijmw(ﬁbm)hePhﬂl’BE- ions}

I Part IV IPlan Characteristics

9a | ¥ the plan provides pension heefits, enier the applicable peneicn faature codes from the Liat of Man Characieristic Codes in the instructions:

2E

b I!Ihep|a1puv!deaweﬂaml:en-ﬁh,mhrhoapﬂhahlnwul\‘umhqmmmrmmelju!ninmcrummisﬂcome:hﬂnhllru::ﬂons.-

PartV | Compliance Questions

10 During the plan year

Yas

Amount

8 Was there a lailure to transmit ko the plan any participant contributicns within the time period

described in 28 CFR 2510.2-1027 Conlinue to answer “Yes” for any pnnryaarl'aimns untit I'uly

conectad. (See Instructions and DOL's Voluntary Fiduciary Cormecllon Program....

10a

B Ware there any nonexemp! ranaactions with any party-ln-inlarast? (Da nat !hcludn Iransactiona

raparied on ine 10a.)...

10b

[ Wmhphnmmbyandoﬁlybond?

100,000

d Did the pian have s loss, mmerurmtrﬁnm:!dbyﬂwplmsﬂdelilybom Ihnlmlsmuud

by fraud or dishonesty? .

] anyleesorcmhsnn paid to any brokers, aganh. nrum-rpwmbyan Insm-anm

oarriar, inewrance senvice, uroﬂlsrnrgmmuﬂun that provides some or sl of the benefits under

iha plan? {See instructions.)...

f Hax the plan fammwnﬂdewhemﬁtm due under the phn?

@ Oid the pian have sny participant Icans? (it “Yes,” anter amount as of year-end.) .

B #his ks an ndividual account plan, was there a blackout pariod? (Ses Inslructions end 29 CFR

2520.101-3.)

1 1t 10h was enswerad *Yea,” cmmemtmemmhmmmmmmaufuw

excaplions to providing the notice applied under 28 CFR 2520.101-3...




#8007 P.DDS/005

09719/ 2025 1258

847 BO7 7722

From:Asasoclates For Women's Health

Form $500-5F (2024) Page3-[ ]

Part V1 | Pension Funding Compiance

11 is this 2 defined bensit pian subjec! to minimum funding requirements? (if "Yes,” san instruclions and complets Schedule SB
(Ftl::wn 5500) and ines 11a wnd b below.} If this is a dafined contnibition pentslon plan, leave line +1 blank and compiste line 72 D Yes D No
be|

2_Enter the unpaid minimum required contributions for sl yaare from Schedule SB (Form 5500) e 40 ..o | 18 |
b PBGC miasd contribution reporting raguivernents. If the plan (e covenad by PBGC and the amount reported on Ine 11a i greatar than $0, has PEGC
been notified as required by ERISA sections 4043(c){5) andior 303(k)4)? Check the applizatle box:
Yes,

D No. Reporting was waived umider 20 CFR 4043.25(c)2) becauss coniributions equal it or excesding the Unpaid minimum required contribution
were made by the 30th day sfter the due date.

D No. The 33-day pevind referencad In 20 CFR 4043.25(c){2) has net yet ended, and the poneor inkends to make & contribution equal toor
excasding the uhpald minimem required contribution by the 30th day after the dus dabe.

[] Me. Other. Prowide expianetion

12 Is this a definad contribution ptan subject 1o the minimum furding requirements. of section 412 of the Code or section 202 of
ERISA?

{1 Vs, comyseda nn 122 or ines 12b, 12c, 120, and 128 beiow, e sppikeable.) If s fs a defined banel pension pian. eave. | LI Yes [ Mo
fing 12 blank end compiste ine 11 above.

a Ifaw&mmfhmirlmmmmmmndardlhrapriaryaarlsbahglmnr&ed inWsplanyenr,mehﬂnnﬁom.memrmedahufmlmnﬁng
ing the weive, Month Day Year

If you complated lina g,mlmgle,-mmwsmummmmmeihna.

b_Enter the minimum required centristtion for this plan year 12

[ Enhrlheamuntounhtumdbymeumwhmepmhr@_ephnm 12¢

d Subiract the rmount In line 12c from the amoun! in line 12b. Entar the rasuk (enter a minus sign to the lak of 3 12d

nepative amount}

@ Will the eninirmism funding amount reported on line 12d be met by the fimding deadline?............ccovmursieeemermeneees D Yes D Mo EI NiA
33V | Plan Terminations and Transfers of Assots
138 Han a resotion o terminal the plan bean adopled in any plan yaar? Yes E No

8 _H"Yes." enker the amount of any plan asaets that reverted to the emmnhisﬂ.. ............ 13a

b Were all the plan assats disributed to participanta or bensficiaries, ransferred to anolher plan, or brought wrder the
eontrol of the PBGC?

© K, during this plan year, any asssts or llabiities were transferred from this plan o anather plan(s). icentify the planfa) to
which assets or fubilifiss were tranafarmed, {Sem inatructions.)

13c{1) Nama of piants): 136(3) EIN(s) 13¢(3) PN@s)

DY&ENn

Part VIl | IRSC lance Quastions

14a Doas the pian satigly the coverage and nondisoriminaton tasts of Code sections 410{b) snd 401 [a)4) by comblning this plan with any ollver plens under
the pertnisaive apgregation rues? ] Yee [X| No

14b 1 this is a Code saclion 401(k) pian, check all boxea that apply to indicale how the lsn i irtsnded 10 satisly the nondiscrimination regurements for
employee deferrais and employsr matching contributions (as epplicable) under Code settions 407 (k)3; and 401({m)(2).
D Design-based safe harbor method

{] *Por year 0P test
[1 *currant year ADP tast

M na

16  fthe pian sponsor Is an sdopter of a pre-approved plan that recalved & favoratt INS Cpinion Letier, enter the date of the Opinion Letter C6/30/2020
(MM/DDAYYYY) and the Opinkon Letier serial number @ 7028742




