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
FIRST INTEGRATED CARE MEDICAL GROUP, INC. CASH BALANCE PLAN (PN) > 002
1c Effective date of plan
01/01/2015
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) 95-3871029
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
FIRST INTEGRATED CARE MEDICAL GROUP, INC. C Sponsor's telephone number

562-492-6698

2d Business code (see instructions)

1339 WEST WILLOW STREET
LONG BEACH, CA 90810 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 7
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 7
¢(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)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 5
€ 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 RODOLFO T. TABILA
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 873200 906143
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 873200 906143

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 103271
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 103271
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 60380
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 9948
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 70328
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 32943
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:
1C 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 180000
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
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 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 D Yes @ No

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

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_ Q705217A,




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
FIRST INTEGRATED CARE MEDICAL GROUP, INC. CASH BALANCE PLAN plan number (PN) > 002
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
FIRST INTEGRATED CARE MEDICAL GROUP, INC. 95-3871029
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 906143
D ACHUBIAI VAIUE ... s 2b 906143
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, 2 689191 689191
b For terminated vested participants 2 2881 2881
3 4650 4650
7 696722 696722
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 5 527 %

6 Target normal cost

a Present value of current plan year @CCIUAIS ............coiiiiiiiiiie e e e 6a
b Expected plan-related @XPENSES ..........c.ccooveveviveuceieeeeieeeeeeeeeee et eee et en et aen st eaess s s s s 6b
(o T L=y B 4T = [ et AR 6¢c

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 09/01/2025
Signature of actuary Date
DAVID KOBRINE 23-04291
Type or print name of actuary Most recent enroliment number
PENSION BENEFITS UNLIMITED, INC. 949-260-1880
Firm name Telephone number (including area code)

18008 SKYPARK CIRCLE, SUITE 200
IRVINE, CA 92614

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

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

(a) Carryover balance

(b) Prefunding balance

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 Yo

11

Prior year’s excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........cccccovceveninne,

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 5.50 9%

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

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

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

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 attaiNMENt PEICENTAGE. .........ov.urveereeeeeeeeeeseesees e sessee s s es s ses s ss s essess s s ses s eses s ss s sssesssessssesssanssessesessessssessenessenesnnsenas 14

130.05 %

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

130.05 %

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

130.14 %

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

Totals » | 18(b)

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. ...............ccccoeevevevereuererereeeece e

................................. 19a

19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date................... 19¢

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:

1st segment:
5.01 %

2nd segment:
5.26 %

3rd segment:
5.59 %

a Segment rates:

[ | N/A, full yield curve used

b Applicable month (enter code) 21b 0
22 Weighted average retirement age 22 69
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 ...

Yes D No
D Yes B[ No

27

If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding

AHACHMENT ... e 27
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 0
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 0
b Waiver amortization installment...............cccovevoviuiucueieeeeececeeeeeee e 0 0
33 If a waiver 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 0
Carryover balance Prefunding balance Total balance
35 Balapces elected for use to offset funding 0
reqUIrEMENt ......oooviiiiiiiiiiiiiieeeeee e
36 Additional cash requirement (line 34 MINUS INE 35) .........couiviviveveeeeeeeeececeeeeeeeeeee e, 36 0
37 %m)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
Lo3 ISP
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over line 36) 38a 0
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

[ ]2020

[ ] 2021

plan year for which the rule applies. D 2019




FIRST INTEGRATED CARE MEDICAL GROUP, INC.
CASH BALANCE PLAN

Schedule of Active Participant Data
Plan Year: 1/1/2024 to 12/31/2024
Valuation Date: 12/31/2024

Sve/ <1 1-4 59 10-14 15-19 20-24 25-29 30-34 35-39 40+ Total
Age

<25 0 0 0 0 0 0 0 0 0 0 0
25-29 0 0 0 0 0 0 0 0 0 0 0
30-34 0 0 1 0 0 0 0 0 0 0 1
35-39 0 0 0 0 0 .0 0 0 0 0 0
40-44 0 0 0 0 0 0 0 0 0 0 0
45-49 0 0 1 0 0 0 0 0 0 0 1
50-54 0 0 1 0 0 0 0 0 0 0 1
55-59 0 0 0 0 0 0 0 0 0 0 0
60-64 0 0 0 0 0 0 0 0 0 0 0
65-69 0 0 0 0 0 0 0 0 0 0 0
70+ 0 0 0 0 0 0 0 0 0 0 0
Total 0 0 3 0 0 0 0 0 0 0 3

* Employees who have not met the minimum eligibility requirements are excluded

Average Age: 44.3 Average Service: 8



FIRST INTEGRATED CARE MEDICAL GROUP, INC.

Interest Rates

Applicable Date
Pre-Retirement

Turnover

Mortality

Assumed Ret Age

Post-Retirement

Mortality

CASH BALANCE PLAN

Summary of Actuarial Assumptions and Method
Plan Year: 1/1/2024 to 12/31/2024
Valuation Date: 12/31/2024

For Funding
Min Max For 417(e) For Actuarial Equiv.
Segl: 5.01% 5.01% Segl: 5.01% Pre-Retirement: 5.00%
Seg2: 5.26% 5.26% Seg2: 5.13% Post-Retirement: 5.00%
Seg3: 5.59% 5.36% Seg3: 5.15%
12/2024 12/2024 12/2023
None None None
None None None

Normal retirement age 65 and
the later of completion of 1

Normal retirement age 65 and
the later of completion of 1

Normal retirement age 65 and
the later of completion of 1

years of service and 1 years of pariyears of service and 1 years of partyears of service and 1 years of parti

Male-2024 Small Plan Static
Table — Combined Male
Female-2024 Small Plan

Static Table — Combined Female

Assumed Benefit Form For Funding

Assumed Spouse's Age

Spouse assumed to be the
same age as participant

Participant is assumed to be
married to current spouse at
retirement if spouse's date of
birth is known

Calculated Effective Interest Rate

Cash Balance Projected Interest Crediting Rate

Cash Balance Post-Retirement Conversion Assumptions

Actuarial Cost Method

2024 Applicable Mortality
Table from Notice 2023-73

2024 Applicable Mortality
Table from Notice 2023-73

100% Lump Sum / 0% Normal Form

3.49%

5.00% annual rate

5.00% interest

Spouse assumed to be the
same age as participant

Participant is assumed to be
married to current spouse at
retirement if spouse's date of
birth is known

2023 Applicable Mortality Table from Notice 2022-22

The Unit Credit funding method was used as
prescribed by the Pension Protection Act. This
method sets the funding target equal to the present
value of accrued benefits, and sets the normal cost
equal to the present value of the benefit accrued in

the current year.



FIRST INTEGRATED CARE MEDICAL GROUP, INC.
CASH BALANCE PLAN

Summary of Actuarial Assumptions and Method
Plan Year: 1/1/2024 to 12/31/2024
Valuation Date: 12/31/2024

An actuarial value of assets is used for funding purposes. This year the actuarial value of assets is
100.0% of the market value of assets.



08/18/2025 10:07AM FAX 3103281647 FIRST INTEGRATED CARE d0003/0010

FUTTi DOUUS short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110
De‘nzmmov the Tressyry Beneflt Plan
mal Ravaniio Sencs Thig form Is required to be filad under sections 104 and 4085 of the Employes Retirement 2024
Depariment of Labor Income Security Act of 1974 (ERISA), and sectlons 6057(b) and 8058(a) of ths Internal
Employoo Benalis Seauty Administraton Revenus Code (the Code). This :l?rr'n Is oe;:'en to
. Publle Inspection
Penshnsmrd Gunrenty Cotparation > _Compisto all entries In accordance with the Instructions to the Form 5500-SF. P

4 Annual Report Identifleation Information
For calendar plan yaar 2024 or fiscal plan year baginnin 01/01/2024 and ending 12/31/2024

A This retum/report Is for: @ a single-amployer plan ‘ D a multiple-employer plen (not ruliernployer) (Penslon Plan filers checking this box
must attach Schedule MEP. Other plans must attach a liat of particlpating employer
information In accordance with the form instructions.)

B This retum/report Is D the first retum/report D the final retumireport
D an amended retumireport [ | short plan year retumireport (less than 12 months)

C Check box ffilng under:  [¥] Form 5558 [ autometic extension [] orve program
D apecal extension (enter description) A

D Iftheplanisa colleclively-bergained plan, check here b D

E_\f this is & retroactively adopted plan permilited by SECURE Aot section 201, check hefa...................... b [

Basgic Plan Information—enter all requested Information

1@ Name of plan 1b Three-digit plan number

FIRST INTEGRATED CARE MEDICAL GROUP, INC. CASH BALANCE PLAN (PN) b 002
1¢ Effective date of plan
01/01/2015

28 Plap sponsor's name (employer, If for single-smployer pian) 2b Employer identification Number (EIN)
Melling address (include raom, apt., suite no. and street, or P.O. Box) 95-3871029
Clty or town, state or province, country, and ZIP or forelgn postel code (if foreign, see instructions)
FIRST INTEGRATED CARE MEDICAL GROUP, INC. 2¢ 35'?;"2‘5_"5‘;‘2"_"22";‘3 number
1339 WEST WILLOW STREET . 2d Bl{slnsss code (see Instructions)
LONG BEACH CA 90810 621111

3a Plan administrator's name and address [%| Same as Plan Spaneor. 3b Adminisvators EIN

3¢ Administrator's telephone number

4 If the name and/or EIN of tha plan sponsor or the pfan name has changed since the last retumfreport | 4b EIN
filed for this plan, enter the plan sponaor's hamne, EIN, the plan neme and the pian number from the

last retum/report. 4d pN
& Spohsor's name
€ Plan Name
Ba Total number of participants at the beginning of the plan year . Sa 7
b Total number.of pariicipants et the end of the plan year. . &b 7
©(1) Number of participants with account bafances as of the beginning of the plan year (only defined Be(1)
contribution plans complete this ltem)
©(2) Number of participants with account balances es of the end of the plan yaar (only defined 5c(2)
cantribution plans completa this itern)
d(1) Total number of active participants at the beginning of the plan year. 6d(1) S
d(2) Total number of activa paricipants at the end of the plan year . bd(2) 3
€ Number of participants who tanminated employment during the plen year with acerued benefits that Be 0
were lass than 100% vested,.......... SELinaoey(saTratnantrseovtssyusennaR AR eVt dhrannnas e aphavnemEsE

Cautlon: A psnalfy for the lafe or Incomplate fillng of this returnireport will e sas sod unless reasonable causs Is extabliohed.
Under penallles of perjury and other penalties set forth in the Instructions, | declare that | have examined this return/report, including, if applicable, 2 Sahedile
$8 or Schedule MB complsted end signed by an enrolled acluary, as well as the elestronic version of this retum/report, and 1o the best of my knowledge and
balle s and g

L 9{ceg/24 [RoDOLFO T, TABIIA
Date Enter name of |ndividual signing as plan administrator
Date Enter name of individual signing as employer or plan sponsor |
g0 the Instructions for Form 58D0-SF, Form 8B00-8F (2024)

V. 240311



08/18/2025 10:07AM FAX 3103281647 FIRST INTEGRATED CARE [d0004/0010

Form B500-SF (2024) Page 2
8a Were all of the plan's assets during the plan year invested in eligible assets? (See Insiructions,) @ Yes D No
b Are you claiming a weiver of the annual examination and repott of an independent qualified public accountant (1QPA)
under 20 CFR 2520.104-467 (See instrucions on waiver eligibliity and conditions.) B] Yes D No
If you answered “No” to elther line 6a ar line 8k, the plan cannot use Form 6500-8F and must Instead uss Form 5500.
€ Ifthe plan Is 2 definad benefit plan, Is it covared under the PBGC Insurance program (sse ERISA saction 4021)7 ...... D Yes ¥|No D Nat determined
If“Yes" Is checked, snter tha My PAA confimation nutnber from the PBGC premium filing for this plan year . (See instrucilons.)
Finane¢ial information ‘
7__Plan Assets and Liabilifles sy a) Beginning of Yoar {(b) End of Year
a8 Tota) plan assets Ta 873,200 506,143
b_Total pian liablities 7b 0 0
C_Netplan acsets (gublract line 75 frOM line 7a).........coomrmereeemseeens.. 7c 873,200 906,143
8 income, Expenses, and Transfers for this Plan \”ear : {a) Amount ) Totsl
a Contributions recelved or receivable from: AR
(1) Employers — - 8a(1)
Partlcipants. . .oueecssmnas. piSmatsiy e s s assna pesessiorene | 88(2)
(3) Others (including roflovers)............... S 8a(3)
b _Other Income (Joss) 8h
C_Total Income (add lines 8a(1), 8a(2), 8a(3), and 8b)......... pessrperee | BC 71
d Benefits paid (including direct rollovers and insurance premiums '
to pravide bensfits) — B 8a 60,380 ;

© Cenialn desmed and/or corractive distributions (see instructians). 8a

f _Administrative service providers (salaries, fees. commisslone)..... 8f

__g Other expensas . 84
h_Tolal expenses (add lines 8d, 8e, 8f, and 89)..............coeeerererereeces . sh
| Netincoms (loss) (subfract line 8h frorn e 86)......co.vvnoooo... 8t
] Transfers to (from) the plan (see INSTUOHONS) .vee.creseesnce saastpmonatse 9

BArHIVA) Plan Characteristics

9a |if the plan provides pension benefits, enter the applicable pension feature codes from the Lst of Plan Charactenstic Codes In the Instructions:
1C 3D '

b |Ifthe plan provides welfare benefits, enter the applicable welfane feature codes from the List of Plan Chanacteristic Godes in fhe Instructions:;

V&Y compilanca Questions
10 During the plan year: Yes | No Amount

& Was thsre a fajlure to trenemiit to the plan eny petticiparit contributions within the time period
desoribad In 20 CFR 2610,3-102? Continue to answer “Yas" for any prior year falluras untll fully

correoted. (Sea Instructions and DOL’s Voluntery Flduclary Gomeotion PrOGIEM) ... | 108 X
b Were thers any nonexempt transactions with any party-In-interast? (Do not include transactions

reported on line 10a,) 10b X
€ Was the plan covered by & fidelity bond? q0¢c | X 180,000
d Did the ptan have & loss, whether or not relmbursed by the plan’s fldelity bond, that was caused "

by fraud or dishonssiy? 10d

©® Were any fees or commissions pald to any brokers, agents, or olher parsons by an insurance
carrier, Insurance service, or other organization that pravides some or all of the baneiits under
the plan? (See Instructions.) 10e

Has the plan falled to provide any benefit when due undar the plan? 10t

Did the plan have any particlpant loans? (If “Yes,” enter amount a5 of Year-end.) ....e.cm-mense 10g

Fa@aj-h

If this 18 &n Individual account plan, was there a blackout pariod? (See Instructions and 29 CFR
2520.101-3.) 10h

IF 10h was enswered “Yas,” check the box If you either provided the required nutice or one of the
exospiions to providing the notice applied under 29 CFR 2520.101-3 101

el




08/18/2025 10:08AM FAX 3103281647 FIRST INTEGRATED CARE 000570010

Form 5500-SF (2024) Page $- | |

gF?nn 8500) and lines 112 and b below.) if this Is & defined cantributlon penslon plan, leave line 11 biank and completa (ine 12 Yes D No
elow,

........... iy vursmmnwanuY o b Ao ad P Y YISV ANAPRAT RPN ANAL R aa s anbdatan ) reyepey
s ———

a_Enter the unpald minimum required contributions for all yoars from Sehedule S5 (Form 5500) 10 40 ccecrceacce. | 11a | 0

b PBGC missed contrlbutlon reporting requlrements. If the plan I¢ coverad by PBGC and the amount raported on line 11a Is greater than $0, has PBGC
been notified as required by ERISA sactions 4043(c)(6) and/or 303(k)(4)? Chack the applicable box:
Yes,

D No. Reporting was walvad under 28 CFR 4043.25(c)(2) becausa contibtions equal fo or axcsading the unpald minimurn required contribution
were made by the 30th day after the due date.

D No. The 30-day perlad referenced In 20 CFR 4043.25(c)(2) has not yat ended, and the sponsor intends to make & contribution squal fo or
excesding the unpald minimum required contribution by the 30th day afier the due date.
No, Other. Provida explanation

12 Is this a dsfined contribution plan subject to the minimum funding requirements of saction 412 of the Code or saation 302 of
ERISA?
(I5"Yos,” complate (e 12a or linss 12b, 12¢, 12d, and 126 below, as applicable.) If this s @ defined benent pansion plan, leave [ yes [ no
line 12 blank and complete ilne 11 above.,

a If awalver of the minimum funding standard for a prior yeer (s belng amortized in this plan year, sea Instructions, and enter the dete 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 8500), and skip to fino 13.
b _Enter the minimum raquired contribution for this plan year 12b
C_Enter the amount cohtributed by the employer to tha plan for this plan year . 2¢
d Subtract the amount In fine 12c from the amount I fine 12b. Enter tha result (enter a minus slgn to the lef of a 12d
_NBOANYS AMIOUIKY rernincurenre s sesmerren oo et ss aruseng tonses s borsvsses s sms s e et b pscetteneres sepeberat beepeemsesmensensermenes

Plan Terminations and Transfors of Assels

13a Has a resolulion to fenminate the plan baen adopted In any plan year? D Yes [X No
8 _If"Yes,” enter the aviount of any plan aseets that reverted to tha employer this year 13a
B Were all the plan assets diatributed fo partiolpants or beneficiarles, transfermed to another pian, or brought under the D Yes @ No
-_tontrol of the PBGC?........... OV P— rexTusnmvanasmsAne R dsasaseat Rt aR ook bnzy sor vy TRy s

€ If, during this plan year, any assets or fiablliles were Irensferrad from this plan to another plan(s), identify the plan(s) to
which assets or f|abllitles were transfemed. (See [natructions.)

13¢(1) Name of plan(s: . 13c(2) EIN(s) 13c(3) PN(S)

FEamVIg_IRS Compliance Questions

148 Doss the plan satlsfy tha coverage and nondiscriminatlon tests of Code sections 41 0{b) and 401(a){4) by combining this plan with any other plans under
the permissive aggregation rules? [ ] Yes [8 No

14b Ifhls ls a Code section 401(k) plan, check all boxes that apply to Indicate how the plen Is intended to salisfy the nondiserimination requirements for
employee dsferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

[] Designbased afe harbor method
[[] "Prior year* ADP test
[] “cument year” ADP test

N/A

45  Ifthe plan sponsor is an adapter of @ pre-approved plan that recelved a favorable IRS Oplnion Letter, enter the date of the Opinion Letter 02/28/2023
(MM/DD/YYYY) and the Opinion Lelter seriaf number 270521 7a




SCHEDULE SB Singie-Empioyer Defined Benefit Pian OB flo. 12100110
(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

riment of Labor i i i . . .
Employee Beretts Security Administration Refirement lncome;ii%gﬁ:ﬁi:&fgf d(E(Ft{’leA(%na r‘nf section 6059 of the This Form is Open to Public
Pension Benefit Guaranty Corporation inspecuon
b 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

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

A Name of pian B Three-digit
FIRST INTEGRATED CARE MEDICAL GROUP, INC. CASH BALANCE plan number (PN) b 002
PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
FIRST INTEGRATED CARE MEDICAL GROUP, INC. 95-3871029
E Type of plan: @ Single D Muitiple-A D Multiple-B I I F Prioryear plan size: @ 100 or fewer D 101-500 D More than 500
Partl l Basic Information
1  Enter the valuation date: Month 12 Day 31 Year_ 2024
Assets:
AUMAIKEE VAILE........c.ovciieiiectie ettt eeee e eb et e st ettt b s s asssat s e b ass et s b e st baesebaban s a b e A abensnsesasen s e besaranbasasasnsssasete 2a 906,143
15 AGIUAITAT VAIE.....cooveeveeceeeeecece et e ettt nss e ess s enaenssrersesan 2b 906,143
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.... 2 689,191 689,191
b For terminated vested PariCiDANS ..........co.o.oovrievereeee e ere et s e rvsnenes 2 2,881 2,881
€ FOr CHYE DAMHCIDANIS ..ot ce e eeesaeraeneseseserere et ensssssrstasabosssesarsrerssesaraserssesasorssasasess 3 4,650 4,650
O TOMB) .ot rt e ss sttt sass e bt s et s s ea s st aneesecasseraabaraeretes 7 696,722 696,722
4  Ifthe planis in at-risk status, check the box and complete lines (a) and (b)
a Funding target disregarding prescribed at-risk assumplions ... 4a
b Fur}ding target reflecting at-risk assumptipns, but disregejrding trgnsition }'ule for plans that have been in 4ab
al-risk siaius for fewer than five consecutive years and disregarding 10ading TACGIOr .......ocovvevirvrrcecrervinnaninennad
D EHRCHVE IMMEIESE FAIE ........ovovoivoceeeeeeee ettt ee e en et s e s e aes e e eneenas s snnensssenansenannarasnanes 5 5.27%
6 Target normal cost
@ Present value of current plan Year @CCTUAIS ..........ccoue e eicreriricererecieecercerceraaceeemearessereacoraeesescoseseacescscscressreend 6a 0
D Expected Plan-relatea XDENSES ... ......ovooveeeeeeeeeeeeeraeeo e sasseseesssesssssssesseasasesasessmssessssesessssossessasmssnsassassesessnensons 6b
© TAGEE MOMMA) COS...cvveirietiieeiteeeteicteere e s ve st ese s sbe e ass e bensessensenresesebessssasarasasesesssennssessensesssntasssnacsrend 6¢ 0

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 Rere Hol— 9/1/2025

Signature of actuary Date
DAVID KOBRINE 2304291
Type or print name of actuary Most recent enroliment number
PENSION BENEFITS UNLIMITED, INC. 949-260-1880
Firm name Telephone number (including area code)

18008 SKYPARK CIRCLE, SUITE 200

IRVINE CA 92614
Address of the finm
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. Scheduie SB (Form 5500) 2024
N NANDAA

V. &20001%



Schedule SB (Form 5500) 2024 Page 2 -

| S——

Part II 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
VAT ettt its e etcerestasetaestsssenssesasesacrencesssseassssensaenensasesaseaeesasasesetansmeasassasesessra, 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
VOB vt reec st ssse e easeesenesmeeenessseesseeeesoeeseaeseeeeeeseerereneeeassensseeresessessasenseeed 0
9 Amount remaining (N 7 MINUS N 8) .......verveeeereeereeeneseerremereessseessessesemersesses o]
10 Interest on line 9 using prior year's actual return of Do vevreerereereeierererareenand
11 Prior year's excess contributions to be added to prefunding batance:
a Present value of excess contributions (fine 38a from prior year ........cooeeeeveeveveeens 0
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interestrateof __ 5.509% ... 0
b(2) Interest on fine 38b from prior year Schedule SB, using prior year's actual
FRIUM L.ttt er e aean
C Total available at beginning of current plan year to add to prefunding balance............... 0
d Portion of (c) to be added to prefunding balance .........ocoreeeeree.
12 Other reductions in balances due to elections or deemed elECHONS «........oovvveeerreerenns.
. 13 Balance at beginning of current year (line 9 + line 10 + line 11d ~1line 12).....ccoovevneel
| Part Il I Funding Percentages
14 Funding target attainment percentage 14 | 130.05%
15 Adjusted funding target BHEINMENt PEFCEIAGE ............oovv..oeooeoeeeeeeeeeeeeeeeeveeeseee oo eeeessee e oo s oo eeesesees s e s e eeee e e oo s oo oo oo, 15 | 130.05%
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
vear's funding requirement ....................... et eteeatenrieea e s e A et eAee A e b s taes e s et en e s e et eeseeeseeeaereeseeenseseeseessererreseesereesrene 130.14 %
17 if the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...........ccoeeereurrevenennns 17 %
Part IV Contributions and Liguidity Shortfalls
18 Contributions 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-DD-YYYY) amployer{s) employees {MM-DD-YYYY) employsr{s) employees
Totals > | 18(b) 0| 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. ..........coevvveverrevveeoreeeene 19a 0
b Coniributions made 1o avoid restichions aojustEn 10 VAIGELIOM GBI ... .......eoeeeeeeeeeeeesseesereeesseesseeeerseeeseesrsessessesens 186 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date. .................. 19¢ 0
20 Quarterdy contributions and liquidity shortfalls:
a Did the plan have a “funding Shortfall” fOr the PHIOT YBEI? ........cuoieeieeeeeee ettt es et erae e s s areseesereon e seee D Yes E{] No
b ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?.........ocovveneveneovinenseen e D Yes D No
C Ifline 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

Part V. {Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rales: st sseglgin;; 2nd ge.gén g n‘}/; 3rd sSe grgegn;) D N/A, full yield curve used

[ AppPlCable MONh (ENLET COURY......c.vvreieeeeieeceveeeeeete et ers et es s eesrsaeseesssrassaesas srasssssssessnassassarans s ieesesssnne 21b
22 Weighted QVerage TEUIBMENT AUE .......cco....vvevvvereererreeeerseresseterssasssessesasssssenssssassssssnssssssssssssessssessessssssssnssnsenessenss 22 69
23 Mortality table(s) (see instructions) [X| Prescribed - combined [ ] Prescribed - separate [] 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

AHACHIMIENE. ...ttt a b b o s r s BEA SR SRSt a 3 SRRSO SRS RS R AR SR SRS R SRR AR iR e e s et e b bR en s rr s D Yes [g] No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ............cccoocvcecccnnnn. D Yes @ No
26 Demographic and benefit information

a Is the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ............... @ Yes D No

b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment ... D Yes @ No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

AUACTIMIEIE ... vttt e st e eh s er et st ettt or e er s ass e s R s s R e Ra R ben e e b et e sassncneerrarreasian

Part Vil - | Reconciliation of Unpaid Minimum Required Coniributions For Prior Years

28 Unpaid minimum required contribUtions fOr all PrOT YEAS ..vcvrevrereeir e e esecsemessnes s esssessssasasssssssesessssasansssnes 28
29 Discounted empleyer contributions allccated teward unpaid minimum-required-contributions from-prier years | 79
(line 19a)

30 Remaining amount of unpaid minimum required contributions (line 28 MINUS INE 29) .-...ooerveeeevereerreecenerreeernercanes 30

Part VIII. |Minimum Required Contribution For Current Year

31 Target normal cost and excess assets (see instructions):

@ Target NOMMAl COSt (N BE)....veveeevesieciericereieseeesie et te bt eness st sa s s s eras e b s eare s eneeseressssnasasenssessasetasensssssasesssesens 31a
b Excess assets, if applicable, but not greater than liNe 318 ....c.cvcceeeveeeee et e 31b
32 Amoriization instaliments: - Qutstanding Batarice : {nstatiment

a Net shortfall amortization INStalMENt ......cc.oiiiiii e ene

b Waiver amortization InStalMORt ........covv ettt . 0 Q
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval 33

(Month Day Year ) and the waived amount ...
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)...] 34

Carryover balance » Prefunding balance Total balance

35 Balances elected for use to offset funding

TEQUINEMENE ..ottt
36 Additional cash requirement (e 34 MINUS TN 35)......cuvmrervieereerereermereeeeeeevesneseseessesseasseesesserssesssassseseseaneesseenen 36

37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37

38 Present value of excess contributions for current year (see instructions)

a Total (excess, if any, of line 37 over ling 38). 1 38a
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).........cc.co.cceeeerene. 39
40 Unpaid minimum required cONtBUONS O @l YEAIS v...covecrreeei e eveerere et en s enee v s snensenersasabasessesesesnes 40
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. D 2019 D 2020 D 2021




FIRST INTEGRATED CARE MEDICAL GROUP, INC.
CASH BALANCE PLAN

Weighted Average Retirement Age
Plan Year: 1/1/2024 to 12/31/2024
Valuation Date: 12/31/2024

Assumed Retirement Age - 100% of the participants are assumed to retire at the date the plan's normal retirement age
is attained, which is defined as:

The later of:

Attainment of age 65

Completion of 1 years of service from beginning of entry year
Completion of 1 years of participation from entry date

Participants who have passed their Normal Retirement Date as defined above are assumed to retire on the valuation date.

Weighted average retirement age 65



FIRST INTEGRATED CARE MEDICAL GROUP, INC.

Plan Effective Date
Plan Year

Eligibility

Normal Retirement Age

Cash Balance Contribution Credit

Normal Form of Benefit

Accrued Benefit

Termination Benefit

CASH BALANCE PLAN

Summary of Plan Provisions
Plan Year: 1/1/2024 to 12/31/2024
Valuation Date: 12/31/2024

January 1, 2015
From January 1, 2024 to December 31, 2024

All employees not excluded by class are eligible to enter on the
January 1 or July 1 coincident with or following the completion
of the following requirements:

1 year of service
Minimum age 21

All participants are eligible to retire with their full retirement
benefit on the later of the following:

Attainment of age 65
Completion of 1 years of service from beginning of entry year
Completion of 1 years of participation from entry date

The plan provides the following cash balance contribution credits
to participants based on their group classification:

The maximum monthly benefit is the lesser of $22,916.66 and 100%
of the highest 3-year average salary, subject to service requirements.

Salary based contribution credits are applied to current
compensation.

A benefit payable for the life of the participant

The normal retirement benefit described above calculated based
on salary and/or service on the calculation date, and payable on
the normal retirement date.

Credited years are plan years from the first day of the plan year
containing date of entry excluding the following:

Years with less than 1,000 hours

Upon termination for any reason other than death or retirement
a participant shall be entitled to a portion of the actuarial
equivalent of his accrued benefit in accordance with the
following vesting schedule:

Credited Years Vested Percent
1 0
2 0
3 100

Credited years are plan years from date of hire excluding the
following:



FIRST INTEGRATED CARE MEDICAL GROUP, INC.

Top-Heavy Minimum Benefit

Top-Heavy Normal Form

Top-Heavy Vesting

Top-Heavy Status

Death Benefit

Cash Balance

CASH BALANCE PLAN

Summary of Plan Provisions
Plan Year: 1/1/2024 to 12/31/2024
Valuation Date: 12/31/2024

Years before the effective date
Years with less than 1,000 hours

Each participant will be entitled to a minimum accrued benefit
equal to the following:

2% of average compensation times credited years

Credited years are plan years from the first day of the plan year
containing date of entry excluding the following:

Years with less than 1,000 hours
Years plan is not top-heavy

with a maximum of 10 years

Benefit is based on average salary during the highest 5 consecutive
years of employment

A benefit payable for the life of the participant

In any year the plan is top-heavy the participants will vest in
accordance with the following vesting schedule:

Credited Years Vested Percent
1 0
2 20
3 40
4 60
5 80
6 100

Credited years are plan years from date of hire excluding the
following:

Years before the effective date
Years with less than 1,000 hours

A plan is top-heavy if over 60% of the value of all accrued
benefits in all of the employer's plans are for the benefit of key
employees. A key employee is generally an officer or owner of the
company. This plan is currently not top-heavy.

Actuarial Equivalent of the accrued benefit earned to date of
death

The annual Interest Crediting Rate for this plan year is 5.00%



