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
LEVITANLAW 401(K) PROFIT SHARING PLAN PN) D 001
1c Effective date of plan
01/01/2021
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) 83-4722546
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
MARK A. LEVITAN DBA LEVITANLAW 2c Sponsor's telephone number

916-801-6062

2d Business code (see instructions)

22980 MIDDLE CAMP RD.
TWAIN HARTE, CA 95383 541110

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 2
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 2
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 2
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) 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) 1
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 1
€ 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. 10/01/2025 MARK LEVITAN
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 121963 189173
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 121963 189173

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) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 50000

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 20261
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 70261
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 3051
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 3051
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 67210
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:
2A  2E 2J 2K 2F 2G 3D 3B
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 10000
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).

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_ Q703912A




Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit Plan

Department of Labor
Employee Benefits Security Administration

Revenue Code (the Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

» Complete all entries in accordance with the instructions to the Form 5500-SF.

OMB Nos. 1210-0110
1210-0089

2024

This Form is Open to
Public Inspection

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: BI a single-employer plan

|:| 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 |:| the first return/report |:| the final return/report

I:I an amended return/report

C Check box if filing under: Iz| Form 5558

I:I special extension (enter description)

|:| automatic extension

D If the plan is a collectively-bargained plan, ChECK NEIE ............c.oowoweeeeeeeeeeeee e

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ........................

|:| a short plan year return/report (less than 12 months)

|:| DFVC program

Part Il | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan number
LevitanLaw 401 (k) Profit Sharing Plan (PN) » 001
1c Effective date of plan
01/01/2021
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)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

Mark A. Levitan DBA LevitanLaw

22980 Middle Camp Rd.

Twain Harte CA 95383

83-4722546

2c

Sponsor’s telephone number
916-801-6062

2d

Business code (see instructions)

541110

3a

Plan administrator's name and address lgl 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
filed for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the
last return/report.

a Sponsor's name
C Plan Name

4b

EIN

4d

PN

5a Total number of participants at the beginning of the plan year.............cccccoevvereeeeeeeeeeeeee e

b Total number of participants at the end of the PIan YEar.............cc.evcueveeueeeeeeeeeee oo

c(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this iteM) .........c..ooiiii e e

c(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this ItEM) ..........oiiiiiiii s
d(1) Total number of active participants at the beginning of the plan year...............cc.cccoceveveruereeervrrenanss

d(2) Total number of active participants at the end of the plan Year...............cccooevevecrrieecrereeeeeceeeeanns

€ Number of participants who terminated employment during the plan year with accrued benefits that
Were 18SS than 100% VESTEA. ... uiiiiti ittt ettt e et e st e et e s s e es bt et et e e sbeesnbeesbeeenbeeneeanneas

5a

5b 2
5¢(1) 2
5¢(2) 2
5d(1) 1
5d(2)

5e 0

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and 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 ’l«//m/\ L L 10/1/25 Mark Levitan
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo 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

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.)..........cccceevevieeriinniiccieee e BI Yes |:| 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.)..........cccccerrriiiieiie 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)? ...... |:| Yes |:| No |:| 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 121,963 189,173
b Total plan iabilities..............cccuevveeeeeeereeereeeeeeeeeeeeeeeereeean, 7b
C Net plan assets (subtract line 7b from line 7a).............................. 7c 121,963 189,173
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ..o 8a(1)
(2) PAMCIDANS.......cooveceeeeeeeeeseereserereeeeeeseeneeneneseeeenseasensesennee 8a(2) 50,000
(3) Others (including rolloOVErs)............ccuveviiveeeiiieeeieeeieeeeeeae 8a(3)
b Other income (I0SS)............oveveveeveeeeeeeeeeeeeeeeeeeeeeeeeeean. 8b 20,261
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 70,261
d Benefits paid (including direct rollovers and insurance premiums
to provide benefitS).........couevuiviiiiiiiiiee e 8d
€ Certain deemed and/or corrective distributions (see instructions). 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 3,051
g Other eXPenses ..ot 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g).............cc................. 8h 3,051
i Netincome (loss) (subtract line 8h from line 8c)...........cc............. 8i 67,210
j Transfers to (from) the plan (see instructions) ............cccceieeinnen. 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:
2A 2E 2J 2K 2F 2G 3D 3B
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).............ccc.ccc.c... 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported ON INE TOB.)......ccuiiiiieiiiiie ittt 10b X
C Was the plan covered by a fidelity bond? ... 10¢c | X 10,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY FrAUA OF GISNONESLY? ... vvveeoeeeoeeeeoeeeeeeeeeeeeeeeeeeeeeoeseeeeeeeeeeeeeeeseseeeeesseseeeeeseeeseeeeeesessensesseeees 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the plan? (S INSITUCHIONS.) ........oiiiiiiiiiiiii s 10e
f Has the plan failed to provide any benefit when due under the plan? .............cccocecveveeeeseerrnns 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ......................... 10g
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.10T-3.) o e 10h

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.........ccccovuiiiiiniieiieiic e 10i




Form 5500-SF (2024) Page 3-

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 |

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:

|:| 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.

|:| No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

|:| No. Other. Provide explanation

12 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 eaheeea e e At e e ehee ek teetee At eetee s teenbeeabeeenteeaseeeaeeenseeenteeaseeeseeenneebeaeneeeaseeahbeenteeneeeseeaneeannan I:I Yes @ 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 WaAIVET. ........uiiiiiiiiiee et ettt e e e e et e e et e eeenseeeenseeeesnseeeseneeesanneeesnnren 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 YE&T ................ccoueveereereeeeeeeeeeeeeeeeeeeeeereeeeeserree e, 12b

C Enter the amount contributed by the employer to the plan for this planyear ................cccccocoiiiiiiiiiiiiii, 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
NEJATVE AIMOUNE) ..ottt e e ettt et e ee e et e eeeeesenaste e eeeeennseeeeeeeeeannneeeeaeseannsseeeeeeeannnes

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?............c.cccooveiiiiiinnenninen. |:| Yes |:| No |:| N/A

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @ny PIaN YEAr? ...........ccoeveveeeeeeeeeeeeeeeeeeeeeeeee e D Yes Igl No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the |:| Yes @ No
CONTIOL OF the PB G 7 ... ittt ettt ettt et e e et e ettt e bt e e st e st e e ettt e bt e s it e et e st eeib e e b e e s e e shtesibeeibbesin b e enbesbneeinnasbnesns

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.)

13c(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 [X] No

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

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

[] na

15 I the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/30/2020
(MM/DD/YYYY) and the Opinion Letter serial number Q703912a




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
LevitanLaw 401 (k) Profit Sharing Plan plan number (PN) Y 001

C Plan sponsor’'s name as shown on line 2a of Form 5500

Mark A. Levitan DBA LevitanLaw

83-4722546

D Employer Identification Number (EIN)

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

John Hancock Life Insurance Company (USA)
(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year 9
01-0233346 65838 150754 2 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

75

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Trusted Pension Administrators, LLC

PO Box 163
Chino Valley AZ 86323
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

75

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page 2 —

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................cccc.cococooveveveiiicni... 4
5 Current value of plan’s interest under this contract in separate accounts at year end............c.ooovveerevererseseseisnerennns 5 189,173
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PaId t0 CAITIET ...t e e ee e ee et ee e 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €Nter aMOUNL. ...........coiiiiii e
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) |:| group deferred annuity
(3) [ ] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: %) |:| deposit administration 2) |:| immediate participation guarantee
(3) D guaranteed investment 4) |:| other P
b Balance at the €nd Of the PreVIOUS YEAI.........c..cuvieeeieeeeeeeteeeeeetetee e eetete st st et eeestee s teneseeseses s teneesasneesaneesnas | 7b 0
C  Additions: (1) Contributions deposited during the year .............ccc.cceuevune... 7c(1)
(2) DiVIAENdS @Nd CrEAILS ..........verveceeeeeee e eeeeeeeee e ee st 7¢(2)
(3) Interest credited dUMNG the YEAT .........c.iveereeeeeeeeeeeeeeeeeeeeeeeseeees e, 7¢(3)
(4) Transferred from Separate aCCOUNL................covueerereeeeeeeeseseseeeseesens 7c(4)
(5) Other (SPECITY DEIOW) ... 7¢(5)
4
(B)TOAI AAAIIONS ...ttt ettt ee e eene et een s e e e es s ene et enene e en s s 7¢(6) 0
d Total of balance and additions (add [iNes 7b @Nd 7C(B)). .............cvvrrrevereeerrreeeereeseeeseereeeeeereeresene s resnenesnenens | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CAITIEr ............ccooveeereeereeeereeeeeeseeeeeeeen 7¢(2)
(3) Transferred to separate account .| 7e(3)
(4) OthEr (SPECITY DEIOW) ...t 7e(4)
4
(5) TOAl ABAUGHIONS...........cveeoeee et se s ee e ee e ee e es s se e esee s e e et n s e s s eneseenees e 7¢(5) 0
f Balance at the end of the current year (subtract line 7€(5) from N 7d) .............cocoooveeeeeeeeeeeieeeeieeereseern | 7f 0
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Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b |:| Dental c |:| Vision d |:| Life insurance
e D Temporary disability (accident and sickness) |:| Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductible) j D HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) Amount received ...........coooiiiiiiiiiceeeccre e 9a(1)
(2) Increase (decrease) in amount due but unpaid...............c.c.c.cevevmeen.e. 9a(2)
(3) Increase (decrease) in unearned premium reserve ...............ccceue..... 9a(3)
(4) EQINEA ((1) F (2) = (B))-e-+eueererrereereemereeuenteaeeaeeueeeeaseseessaseaseseaseseaseaseaseseaesaseatescasescemeseeseesbesesnesscaseasenbaneereseeseees | 9a(4)
b Benefit charges (1) Claims paid...............ccovuevueieerreeeeieceeeieeeese e 9b(1)
(2) Increase (decrease) in Claim reSErVes .............cccccoeevveveeevereeeeecaeeennn. 9b(2)
(3) Incurred claims (add (1) and (2)).... 9b(3)
(4) ClAIMS CRAIGEA ......cuvveeie ettt te ettt e e e te et et eae s et ets et et e s et ese s et et ete s et et essetese st eaeneeseteseetenssns 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS .....oveeeeiuereretiteteee et eee et teeeeeetes e es et et eseeaeseasaseneas 9¢c(1)(A)
(B) Administrative service or other fees..............ovovevevevrvecveevereeee. 9¢c(1)(B)
(C) Other specific acquisition costs ... | 9¢(1)(C)
(D) OthEI EXPENSES ...t eee e eeeeee e s ee s eees e 9¢(1)(D)
({3 L2 9c(1)(E)
(F) Charges for risks or other contingencies............c.ccocoveniiiieciieennns 9c(1)(F)
(G) Other retention CAGES ...........ceieeveeeeeeeeeeeeeeee e e eesseseeseees 9¢c(1)(G)
(H) Total retention 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were I:I paid in cash, or I:I credited.)......cccoeeenne 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) CIAIM FESEIVES ...ttt ee e ettt ea et e e s en e st e e s s essassessesee et e sesesesese s s en s ee e se st eseansnasenen 9d(2)
(B) ORI FESEIVES ... ee et e e et e e ee e e eneeee e saeseanaseeee et e e e aes e nen s s eneneeeenseaeanananaen 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......cccoeviiiiiannenns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carrier...........cc.ooiiiiiii e 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount................cccceeeee. 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............

I:I Yes

|:|No

12 If the answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

This schedule is required to be filed under section 104 of the Employee

Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
LevitanLaw 401 (k) Profit Sharing Plan plan number (PN) Y 001
C Plan or DFE sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Mark A. Levitan DBA LevitanLaw 83-4722546
Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)
(Complete as many entries as needed to report all interests in DFEs)
a Name of MTIA, CCT, PSA, or 103-12 IE:American Funds 2045 TD
b Name of sponsor of entity listed in (a): John Hancock Life Insurance Co.
_ d Entity €@ Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 01-0233346 000 code P 103-12 IE at end of year (see instructions) 14,022
a Name of MTIA, CCT, PSA, or 103-12 IE: American Funds 2040 TD
b Name of sponsor of entity listed in (a): John Hancock Life Insurance Co.
C EIN-PN 01-0233346 000 d Entity p €@ Dollar value of interest in MTIA, CCT, PSA, or 175 151
code '

103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity
code

€@ Dollar value of interest in MTIA, CCT, PSA, or

103-12 IE at end of year (see instructions)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule D (Form 5500) 2024

v. 240311
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Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |IE at end of year (see instructions)




Schedule D (Form 5500) 2024

Page3-[ |

Part Il

Information on Participating Plans (to be completed by DFEs, other than DCGs)

(Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.)

Q

Plan name

b Name of

plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN




