Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. OO

Department of the Trea;ury Benefit Plan
Intemal 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
DIGESTIVE DISEASE ASSOCIATES, LLP 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2002
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) 16-1534579
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
DIGESTIVE DISEASE ASSOCIATES, LLP C Sponsor's telephone number

585-723-1510

2d Business code (see instructions)

97 CANAL LANDING BLVD
SUITE 4 621111
ROCHESTER, NY 14626

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

g, - 5¢(1) 7
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 7
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 4
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 09/23/2025 JOSEPH DYTOC
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

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
@ 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 1878924 2072902
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 1878924 2072902

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) 11220
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 44878
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 141511
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 197609
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 3631
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 3631
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 193978
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 2G 2J 2R 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
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.ccccccvueuene 10g X 9896
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.1013.) covvvvveeeeeeeereeeeeseeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeseeseeeeeeeeeeeeeeeeeeeeeeseeseseeeeeeeseeeeseeeereseeeeeneeeerees 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 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)
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Part VI Pension Funding Compliance

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

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

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

|11a|

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

D Yes.

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

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

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

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

No. Other. Provide explanation

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

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

line 12 blank and complete line 11 above.

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

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

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

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

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

D Yes @ No

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

13a

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

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

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

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

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

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

the permissive aggregation rules?[ ] Yes [{ No

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

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

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703236A,
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, 12)-
Form 5500-SF Short Form Annual Return/Report of Small Employee M s, L e
Deparimant of the Treasury Benefit Plan
Internal Rouenus Service This form is required to be filed under sections 104 and 4065 of the Employee Retiremant 2024
Dieparimentof Labar Income Security Act of 1974 (ERIBA), and sections 6057 (k) and 6058(a) of tha Internal
Empliayis Banefta Saeuiily Adminisliation Ravanua Code (the Clode). This Form I3 Dpﬁm to
; : Corpo Public inspaction
Pension Banafil Guaranly reton » Complete all entries in accordance with the instructions te the Fom 5500-5F,

Annual Report Identification Information

FDr calendar plan year 2024 or fiscal plan year baginning oi/ol/2034 and ending 12/31/2024
A This return/raport is for: a singla-employer plan I:I a multiple-empleyer plsn {not multiemplayer) (Pension Plan filers chacking this box

must attaeh Schedule MEP. Other plaris must attech a list of participeting employer
information in accordance with the form instructions.)

B This retumiraport is D tha first returnirepert Dihs final return/report
I:I an amanded returnfreport [:Ia shert plan year returnfreport {less than 12 morths)
C Chack box if fiing undar: E Farm 5558 Dautnmaﬁc extansion D DFVC program
D spacial extension {entar description)
D If the plan iz a collagtively-bargained plan, Shetk RO ..........c.co..oeooeeeereeceees e rasssmsns s e e | []
£ ifihis is a retreactively adoptad plan pamitted by SECURE Act section 201, chack here................... b D
T41E: Basic Plan Information—anter all requested information
1a Nama of plan 1h Threa-digit plan number
DICESTIVE DISEASE ASSOCIATES, LLP 401(K) PROFIT SHARING PLAN (FN) ¥ 001
1¢ Effaclive date of plan
01/01/2002
2a Pian sponsor's name (employar, if for a single-employer plan) 2b Emgployer ldentification Number (E1N}
Mailing address (include room, apt., suile no, and street, or P.O. Box) 16-1534579
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2¢ Spomsor's lelephone number

Digestive Disease Associates, Llp e 7931510

397 canal Landing Blvd 2d Business cade (ses instructions)

Suite 4
Rochester NY 14626 621111
3a Plan administrater's name and address @Same as Plan Sponsor, 3b Administrator's EIN

3¢ Adminigtrator's telephone number

4 If the name andfor EIN of the plan sponsor o the plan name has changad since the last retum/rag o 4b e
filad for this plan, enter the glan spensor's name, EIN, the plan neme and the plan number fremihe
last return/raport, 4d PN

a Sponsor's name
C PFlgn Name

5a Total numbar of participants at tha beginning of tha plan yaar .. S5a 7
I Total number of pariicipanis at the end of the plan year... 5b 7
¢(1) Number of pariicipants with aceeunt balances as of tha begmning of the plan year (anly daf‘nad 5c(1)
contribution plans complate this itam)... " e 7
¢{2) Number of participams with account ba'lanc.es as clf the end af Iha pmn year (nnly dafinad
5¢(2) 7
contribution plans complata this item).... -
d(1) Total number of adlive participants at the beginning of tha Blan YEar. e e 5d(1)
d(2) Tatal number of aclive participants at the end of the plan year... 5d{2}
2 Numbar of participants who terminated amplnyment during tha plan year w‘th accruad benefnsthm
Se 0
wera lass than 100% vested...

Caution: A anal for the late or lm:um I&te fiIIn ol’ ihls mturn.’ra ort wlll be assesﬁed unless reasonabla cause Is ﬂsiabllshed

e
,lﬁ\//jézif‘ ?Ybﬁg/rs JOSEPH N DYFOC, MD

plan administrator // o Enter name of individual signing &s plan administrator
L !
N~ vk \ 7 /~ 75 | Josert N pyTOC, MD
- £

L,r""
Slgnalure of emp{é’varlplan sponsur Date E_mar nama of individual siﬁninﬁ 85 BmBIDEr ar Elar‘l spansor |

mrmtl i e m  m—— EEN O Conrns c2AN.SC 72074
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Form 5500-SF (2024) Page 2
Ba Were all of the plan's assets during the plan year invested in eligible assets? (See insrugtions.)......... oo oo ivrmaaree reeeeeeeeenes IZI Yas D No
b Are you claiming a waiver of the annwal examination and repert of an indapandent quariﬁad public accountant (IQFA)
under 28 CFR 2520.104-467 (Ses instructions on waiver eligibility and conditions.).... I Yoz D No

Ir yous answered “No* to either line 6a or line &b, the pfan cannot use Fomn 5500-5F and must lnslead use Forrn 5500,
If tha plan is & defined benefit plan, is it covered under the PBGC insurance program (see ERIGA section 4021)7 ... D Yes I:l Mo D Not determined
If “Yes" is chacked, enter the My PAA canfirmation number from the PBGC premium filing for this plan year . (See instructions.)

[ERawrtil:] Financial Information

7 Plan Assets and Liabilities {a) Beginning of Year _(b) End of Year
A Total plan assets 1,878,924 2,072,902
B Totel plan HBBIHEES <., ..oo.oeeeeeoeeeeoeeee e 0 0
€ Net plan assels (subtract lina 7b from line 78).........coococoooe. 1,878,924 2,072,902
8 Incoma, Expansas, and Transfars for this Flan Year (a) Amount (b} Total
a Contributions received or receivable from;
(1) EMPIOYErS oo | Ba(1) 1i,220
(2) Parficipants ... ..o e | Ba(2) 44,878
(3] Others (including rollovers).... e e Ba(3)
B OtharinEome (05 .. evneeeoeoeeeeeeeeee oo 8b 141,511
C Totalincome {(add linas 8a(1), Ba(2), 8a(3), and 8b)................. | Bc [ i
¢ Benefits paid (including diregt roflovers and insurance pramiums
10 provida Benefits). . s s e e s s fd
€ Certain deamed and/or corractive distibutions (see instructions). il
f Administrative service providers (salaries, faes, commissions)..... 8f
O Other BXPBNSAE e e e e s s 8
b Total expensas (add lines &d, 8e, 8F, ahd 80) ......oooovcoo s 8h 3,631
i Netincoma (losg) (subtract line 8h from lina 86).......ooooooooooo .. 8l 193,978
| Transfars to {from) the plan (see INSrUGHONS) ....v.er oo eecene. 8

Plan Characteristics

if the plan provides pengion benefits, enter the applicable pension feature codes frem the List of Plan Characteristic Codes in the instructions:
2E 2G 2J ZR 3D
b |if the plan providas welfare banefits, enter the applicable welfara faature codes from the List of Plan Charactaristic Codes in the instructions:

Compliance Questions

During the plan yaar: Yes | No Amount
A Was thare a failure to transmit to the plan sny participant contributions within the time period
dascribad in 28 CER 2510.3-1027 Cortinue to answer "Yes" for any prior year failures until fully
correcled, (See instruetions and DOL's Voluntary Fiduciary Correction Program).................... | "10a X
b Wers ihere eny nonexempt transactions with any party-in-interest? (Do not include transactions
reported onling 108,). ..o e | T X
€ Was ihe plan covared by & fidelity BOnd? ... s | 0g | 200,000
el Did the plan have a loss, whether or not reimbursed by the plan 5 ndemy hond, that was caused
by fraud or dishonesty? ..........ooooooiviiiniininece . | B0 b
€ Wore any fess of commissions prid to any brokers, agents, or olhar persons by an insurance
carrer, insurance service, of olher organization that provides some or all of the benefits under ¥
the plan? (S8 INSIUCHTONE.} i s rr s eesnnce oo | JOB
Has tha plan failed 1o provide any benafit whan due undarthe plan? ..o | 408
¢ Did the plan have any participant loana? (If “Yes,” enter amount a5 of year-end.) ..o | qog | X 49,8496
H If thiz is an individual sceount plan, was thare a blackout period? (See instructions and 29 CFR

220,303} 11 1ses1vesvvvee e eee v et EE 1R L 10h X

It 10h was anawered "Yes,” check the box if you either provided the required notice of one of the
exceptions 1o providing the notice applied undar 29 CFR 25201013, 101
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Form 5500-5F (2024) Page 3-| |

Pension Funding Compliance

11 15 this a defined boneafit plan subjact to minimum funding requirements? (If "Yes,” see instructions and complete Schedule SB
(Form 5500) and lines e and b below.) If this is a defined contribution pension plan, leave ling 1 blank and completa line 12 D Yes Iﬂ Mo
below...
@ Enter the unpaid minimum required contributions for all yaars from Schedule SB (Form 5500_) ling 40 .. I 11a I

b PBGC missed contribution reporting requirameants. If the plan is covarad by PBGC and the smisunt rapanad en line 11ais greater than 50, has PEGC
been nofified a5 requirad by ERISA sactions 404 3(c){S) and/or 303(k)(4)? Chack the applicabls box:

Yes.

D Mo, Reporting was walved under 28 CFR 4043.25(c)(2) because contributions equal to or @xcaeding the unpaid minimum required confribution
ware mada by the 30th day aflar tha due data.

|:| No. The 30-dey period referencad in 28 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a conlribution equal 1o or
exeaading the unpald minimum required contribution by the 30th day after the due date,

D No. Other, Frovide explanation

12 15 this a defined contribution plan subject to the minimum funding raguirements of section 412 of the Code or section 302 of

ERISA? ..o . D Yas EI No
(If "Yes,” completa |H"|ﬁ 123 orllnas 12b 12c 12d and 123 bEIDW as appllcabla)lf “‘IIS |:sa dafnad beneﬁ penston pran Ieave

lina 12 blank and complete ling 11 above,

&8 If a waiver of the minimum funding standard for a prinr yauris being amaortizad in this plan year, sae insinuglions, and enter tha date of tha latier niling

granting the waiver. .. Month Day Year
If you completed line 12a, complele lings 2, 8, and 10 ufﬁchwdule MB (Form 5500), and Sklpto ling 13.
b Enter the minimum required contribulion for this PIEN YERF ... s s | 12D

€ Enter tha amount conlributed by the employar to the plan for this plan year .. 12c

d Subiract the amount in line 12¢ from the amount in line 12b. Enter the result (entar a minus sign to the Iaft uf 8 i2d
negative amount) .

e Wil the minimum funding amount reported on lineg 124 be mat by the funding deadline?, ... D Yes D No D NIA
5 Plan Terminations and Transfers of Assets
13a Has arasolution to terminate the plan been adapted in BNY BIEN YEEIT ..o s e D Yas @ Na
a If*yes" enter the amount of any plan assals that ravarted ta the amplayer this ¥ear....o v | 133
b ware all the plan assets distributed to participants or baneficiaries, transfemed to another plan, or brought undar the D Yas @ No
canlrol af the PBGCT .o i L e e e e

€ If, during this plan yesr, any assets or linbilities wera transfemred from this plan to ancther plan(s), identify the plan(s) to
which assets or liabilities were trangferred, (Saa instructions.)

13c(1) Name of plan(s): 13c{2) EIN(5) 13c(3) PN(s)

4 RS Compliance Questions

143 Does the plan satisfy the coverage and nondiscrimination tests of Gode sections 410(b) and 401(a){4) by combining this plan with any other plans undsr
the permissive aggregstion rules? [1 Yes [ Ne

14b if this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan i3 intended to satisfy the nondiscrimination requiraments for
employee deferrals #nd employer matching contributions (as applicable) under Code sections 401 (k)Y3) and 401(m)(2}.

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

D /A

15  If the plan sponsar is an adopler of a pre-approved plan that recsived a favorable IRS Cpinion Letter, enter the date of the Opinion Letter 06 J3d/2020
(MM/DD/YY YY) and the Opinien Latter serial number Q7032364
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[NQTE TO USER:
» A copy of this authorization must be kept in your records (but is not included in the filing).

*  You must agree to communicate any inquiries and information received from EFAST2, DOL,
IRS or PBGC regarding the return/report upon electronically signing the filing.

® Toasign on behalf of the plan administrator, you must register as a "signer” at the DOL EFAST2
website and a signed copy of the 5500 form should be attached to the electronic flling as an
"other attachment".]

Authorization to Electronically Sign and File 5500

| hereby authorize any emplayee of Security Administrators, Inc. ("Service Provider”) to
electronically sign and file 5500 forms on my behalf for the following filing year(s): 2024

| further understand the following:

® | must sign a paper copy of the completed 5500 form.

* Animage of my signature will be included with the rest of the return/report posted by the
Department of Labor on the internet for public disclosure. {Not applicable if this is a one
participant 55005F filing.)

¢ | may revoke or change this authorization at any time by written notification to Service Provider.

e AT o

L/




