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
HARDING DENTAL GROUP 401K PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2018
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) 45-4166120
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
HARDING DENTAL GROUP 2c Sponsor’s telephone number

719-873-5846

2d Business code (see instructions)

688 DEL SOL DRIVE
ALAMOSA, CO 81101 621210

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 0
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

- T 5¢c(1) 4
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) 0
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 7
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 0
€ 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 JAMES HARDING
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 505892 1425
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 505892 1425

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) 9040

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 35288

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 30927
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 75255
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 579722
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 579722
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -504467
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 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 75000
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............

B[ Yes D 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

B[ 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
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Dental Group

RIENCE THE DIFFERENCE

Confidential Fax

Date: /0= /~ 202 ':; Pages: 45 (Including cover)

r0:_slobivie (arildy

Fax Number: __ (s 3/ - G 8- /Bo/

Attention:

From: __ Jonles _/ééﬁa/l;?/ 2

Comments:

This fax is of a confidential nature. If thls fax was misdirected to you, please call us immediately

688 Del S0l Drive
Alarmasa, CO 81101
719-589-2257

WWW hard_lngdantalgroup.com
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Form 5500-SF - Short Form Ann

Bepartimant of the Yreasury

internal Revanue Service This farm Is required to be fi
Departement of Labor Income Security Act of 19
Empioyee Benefis Seawily Adminlsiation

Pengion Benefit Quaranty Comoration

¢ Complete all entries if]

hal Return/Report of Small Employee |~ OMBNes 12100110
Benefit Plan -
d upder sections 104 and 4065 of the Employee Retirement 2024

(ERIEA), and sections 8057(b) and G058(a) of the internal

Ravenue Code (the Code). This Form is Opan fo

accordance with the Instructions to the Form 5500-5F.

Public Inspection

| Partl [ Annual Report ldentification Informatio

L
For calendar plan year 2024 or fiscal plan year beginning D1/01/2024 and ending 12/31/2024
A This raturnireport is for: EI a single-employer plan |:| & multiple-emplayer plan (not muttiemployer} {Panslon Plan filers checking this box
must attach Schedule MEP. Other plans must attach a list of participating empleyer
information in accordanes with the form instructions. )
B Thic retumireport is D the first return/report D the final retumireport

D &an smended return/repart
C Check box If filing under: El Form 5556

D a shart plan year returnireport (less than 12 months)

|:| automatic extension

|:| special extension (enter desgription)

D Ifthe plan is a collectively-bargained plan, check hara
E Ifthis is a retroactivaly adopted plan permitted by SECURE Ag|

saction 201, eheck here ...

D DFVC program

| Part 11| Basic Plan Information—aner sl requested ifformation

‘1a Name of plan

1b Threedigit plan number

Harding Dental Group 401k Profit Shafing Plan (PN} 001
1¢ Effactive date of plan
01/01/2018
2a Plan spansor's name (employer, If for & single-employer plan) 2b Employer Identification Numbar (EIN)
Mailing address (include room, apt., swite ne. and straet, ar P.J3, Box) 45-4166120

City or town, stata ot province, country, and ZIF or foraign postal code (if foreign, see instructions)

Harding Dental Group
£88 Del S50l Drive

Alamosa co 811

01

2c Sponsors telephone number
715-873=-58456

2d Businass code (see instructions)

621210

3a Plan adminiatrator's name and address [X| Same as Plan Spo

TE0T,

3b Administratar's EIN

3¢ Administrator's telaphone number

4 ifthe name andfor EIN of the plan sponsar or the plan name T

filed for this plan, enter the plan spansor's hame, EIN, the pla

& changed since the last returmjreport | 4b EIN
name and the plan number from the

last retum/report. 4d PN
8 Sponsor's name
C. Plan Namea
Sa Total number of participants at the baginning of the plan yaar L. e Sa
b Total number of participants at the end of the plan YEaF.........b e 5b
(1) Number of participants with account balances as ef the beg|nning of the plan yesr (only defined 5¢(1)
contribution plans complate thlg REMY ..o e eecresseeses st 4
&{2) Number of partlelpants with account balances as of the end|of the plan yedr (only defined 5c(2)
contribution plans CoMpIEte this MY .........uuuwrsesssens oo eeeeoeeeeeoeooseressseses st esoeeeee oo 0
d{1) Total number of active participants at tha beginning of the plan year 5d(1) 7
d(2) Total number of active participants at the and of e PIEN VB ..o ses s ees e 5d(2) 0
@ Number of paricipants who terminated employment during the plan year with accrued benefits that 5e 0
wera (a8 than 100% vested................

Gaution: A penalty for the late or Incomplete filing of this retugn/report will be agsessad unless reasonable cause iz astablishad.

Under pengities of perjury and other penalties =at farth In the inst
3B ar Sehedule MB completed and signed by an enrolled actuary,

tions, | daclare that | have examined this retum/report, ineduding, if applicable, a Schedule
8 well as the electronle varslon of this returm/report, and to the best of ry khowledge and

ballef, It is r_@_@ynm late,
SigN N

lu{oi(?S’

James Harding

HER .| Signature of plan administrator Cale Ertar nane of individual signing as plan administrator
SIGN
HERE . | Signature of employariplan SHOTSOr Date Enter name of Individus| signing as employer or plan sponsor_|

For Paperwork Reduction Act Notlge, see the Instructions for Form EGT-sF.

Form 5500-5F (2024)
v. 240311
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Page 2

@oo03/ 0005

. if*¥es" is checked, enter the My PAA confirmation number fi

Wera all of the plan’s assats during the plan year invested In

under 268 CFR 2520.104-467 (Sea instructions on waiver eligblity and conditions.)

ligible assets? (See INSIUCHONS. v oo Yes [] No
Are you claiming & waiver of the annual examination and repprt of an hdependent qualified public accountant (IQPA)

Yes I:l No

If you answered “No” to elther line 6a or line 8b, the planjcannot use Form 5500-5F and must instead use Form 5500,

If the plan is a defined benefit plan, is it covered under the P

pm the PBGC premium filing for this plan year

GC insurance program (see ERISA section 4021)?

D Yes DND [:l Not determined

« (See instructions.)

| Part il | Financial Information

7 Plan Assels and Liabilities (a) Beglnning of Year {b) End of Year
A Total Plar 85Bt8 ..o e ee s s 7a 505, 892 1,425
B Total plan HabiIEs . ... ..o seeseeseeessssssn. e | 7 0 0
€ _Net plan assats (sublract ling 7b from fine 7a).........ccuvee.... ). 7c 205,892 1,425
8 Income, Expenses, and Transfers for this Plan Year (a) Amount {b) Total
8 Contributions received or receivable from: B
IS T 8a(1} 9,040
{2) Parficipams. ...t everenseesresnoeeoseo ] o #a(2) 35,288
{3) Others (including FOIIOVETS)......ooo.ooocoo s e e Ba(3) 0
D Other income (I988),...cmmsisicioceeoceecreenseeecesseesesesnnersn A o 8b 30, 927 S
€ _Total ineams {add lines 8a(1), 8a(2), Sa{3). and &b)... ... ... B¢ 75,255
d Banefits paid (including direct rollovers and insurance premiugns R
£ PrOVIAE DENBME).. .. ..t csssssssssssicteececcesecescersseees s feeees ad 278,722
€ Certain deemed and/or corrective distributions (see instructiogs} . 8a 0
f _Administrativa servics providers (salarlas, fees, commissions].. . Bf 0
g OWEr BXPENSBE ... eesreicesssisieeeceeeeeeeeeerrreersesssersessee oo o gg 0 S
h_Total expensas (add lines 8d, Se. 8f, and 1) VRO &h 579,722
i__Nat income (loss) (subtract line 8h frotn line 8c)..............).... 81 —304,467
] Transfers to (from) the plan (zee Insttuctions) .............ooo... .. 8 o
| Part.IV. [ Plan Characteristics
Ba |If the plan provides pension bengfits, enter the applleable pegsion feature codes fram the List of Plan Characteristlc Codes in the instructions:
28 2E 2J 2K 3D
b (ifthe plan provides welfare banefits, enter the applicable wel{are feature codes from tha List of Plan Gharacteristie Codes in the instructions:
| PartV' ] Compliance Questions
10 During the plan year: Yos | No Amount
a8 Was there a failure fo transmit to the plan any partielpant coftributions within the time period
describad in 29 CFR 2510.3-1027 Continue o answer “Yes]for any prior vear failuras until fully
cotrecied, {See instructions and DOL's Voluntary Fiduciary $omection Programy...............oee. 103 X
b Were there any nonexampt transactions with amy party-in-inferest? {Do net inslude transactions
FEPOAEH ON IINE T08.).........oocss oo ceeeeceeececeeeeeespeee s eeet et et e e eeeeeeeeeeeeeeeeeeoeoeseeeees e 10b X
€ Was the plan covered by a fidallty BOntT ..o oot e | X 73,000
o Did the plan have a loss, whether or not reimbursed by the p{an‘s fidelity bond, that was caused
by fraud or dishonBEY? ... ..o 10d X
€@ Were any faas or camissions paid to any brokers, agents, pr other pergans by an Insurance
camier, insuranca sarvice, or other crganlzation that providey some or all of the banefits under
the plan? (See instuctions.)..........ven e, 10a
f Has the plan falled to provide any benefit when dua under (h 10f X
g Did the plan have any participant loans? {if “Yes,” enter amoint as of year-end.) ... 10g X
It If this is an Individual account plan, was thera a blackout perled? (See instructions and 29 CFR
2520.101-3.) soscussnsnssicceccecesccoesneeereeresssssersersesessssssserssse e e oeoe oo ereess s snseesesssssessessessnese | 10R X
i ) 10h was answered "Yes," check the box if you either provided the required notice or one of the
excaptions ta praviding the notice applied under 29 GFR 2880, 101+3 0o 101
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| PartVl._| Pension Funding Compliance

11 1s this a defined benefit plan subject to minlmum funding reqirements? (if "Yes " see instructions and complete Schedule SB

{Form 5500) and lines 11a and b below.) If this 1= a defined epntribution pension plan, laave lina 11 blank and complate lina 12 D Yes |:| NG
e L TV UO VU T
A  Entar the ynpaid minimum required contributions for all yaardfram Schedule S8 (Form 5500) line 40 ... | 11a |

b PBGE missed contribution reporting raquirements. If the plan Iz eovered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been nofified as required by ERISA sactions 4043(c)(5) andfdr 303(k)4)7 Check the applicable box:

Yeas,

-

No. Reporting was waived under 29 CFR 4043.25(c)(R) because contributions equal to er exeesding 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[¢)(2) has not yat endad, and the sponsor intends te make @ contribution aqual to or
exceeding the unpaid minimum required contributlon by the 30th day after the due date.

No. Other. Provide explanation

12 Is this a defined contribution plan subject to the minimum funging requirements of sectian 412 of the Code or section 302 of
ERIBAT .. rsssstiie e nrears s sssssssis bt ee o) D Yes No
(It "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applleable ) If this is a defined benefit pansion plan, leave
fine 12 blank and complete line 11 above.

8 If a waiver of the minimum funding standard for a prior year igbeing smortized in this plat ysar, see instructions, and entar tha date of the letter ruling
granting the WaIVEr. ... nvmrseis e Month Day Year

if you complated fine 12a, complete lines 3, 9, and 10 of Schddule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for this PIAN YEAT ..._J.- . .. sesseo oo 12h

€ Enter the amount sontributed by the employer to the plan for this plan year ............... .| 12

12d

d Subtract the amount In fine 12c from the amount in line 12b. Bnter the result {anter 8 minuz =ign ta the laft of &
negative amount) ...

€ WIll the minimum funding amount reported on line 12d be mef by the fundlng deadline? ... e D Yes D No |:| N/A

PartVII -{ Plan Terminations and Transfers of Asspts

132 Hes a resolution to terminate the plan been adoptad in any plan Y882 .. oo E:] Yes D No

A _If “Yes," anter tha amaunt of any plan assats that reverted to the APIOVEE TS VBAT ..o v ev e vesearsanans 13a 0

b Were ali the plan assets distributed to participants or beneficidrias, transferred to another plan, or braught under the @ Yas [I No
contral of the PBGE? ... .

€ I, during this plan yaar, any assets or liabllitias ware transferrkd from this plan ta another plan(s), identfy the plan(s) to
which assets or liabilitlas were transferred. (See |nstructions.)

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

| Part VIl | IRS Compllance Questions

14@ Does the plan satisfy the coverage and nondigcrimination testh of Code sections 41 O(b) and 401(a)(4) by combining thie plan with any other plans under
the parmissive aggregation rules? [ ] Yes [ No

14b if this Is a Code section 401 (k) plan, check all boxes that appl§ ta indicate how the plan is Intendad te &atisfy the nondiscrimination requirermants for
employee deferrals and employer malching contributions (as Jpphcable) under Code sections 404 (k)(3) and 401{m}{2).

Daslgn-based safe harbor mathod
D "Prior year” ADP tast
D "Current year" ADFP test

[1 na

15 Ifthe plan sponsoris an adopter of & pre-approved plan that reteived a favorable IRS Opinion Lattar, anter the date of the Opinion Latter 06/30/2020
(MM/DD/YYYY) and the Oplnlon Letter serial number Q7039 2a |
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Form 5500 Electronic Filing Authorization

Plan Name:  Harding Dental Groyip 401k Profit Sharing Plan
EIN/PN: 45-4166120 001

Plan Yeat: 01/01/2024 — 12/3142024

I hereby authorize Pension Design [§ Planning, Inc. to electronically file the above return
with the US Department of Labor’{ Electronic Filing Acceptance System (EFAST).

I have signed Form 5500 for this rﬂtum and understand a scanned copy of this return
bearing my manual signature will He included in the electronic filing and posted on the
Department of Labor’s internet site] for public disclosure.

Dated:_'0(0 } /35  By: }1/3\7&




