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
VALLEY DRUG OF MALTA, INC. DBA ZIEGLER PHARMACY CASH BALANCE PLAN (PN) > 002
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) 81-0414201
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
VALLEY DRUG OF MALTA. INC. 2c Sponsor’s telephone number
ZIEGLER PHARMACY 406-654-2038
2d Business code (see instructions)
PO BOX 1240
MALTA, MT 59538 446110
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 4
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(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) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 3
€ 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 GREG ZIEGLER
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 455578 586140
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 455578 586140

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) 103538

(2) PartiCipantS..........cccceeeiuuueeiiee e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 27024
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 130562
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
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 0
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 130562
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:
1B 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 30000
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
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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 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 03/30/ 2018
(MM/DD/YYYY) and the Opinion Letter serial number_ J501723A




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 |ncomelr?tZ(;rL:;IIt}ég\C;tegL;Qggdgfgl!zp(\%:dn:)'sectlon 6059 of the This Forrlrrl‘llsspg(ftie: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
VALLEY DRUG OF MALTA, INC. DBA ZIEGLER PHARMACY 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)
VALLEY DRUG OF MALTA, INC. 81-0414201
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 482602
D ACUBIHAI VAIUE ... 2b 482602
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, 0 0 0
b For terminated vested participants 1 3306 3306
3 499170 499170
4 502476 502476
4
a Funding target disregarding prescribed at-risk assSUMPLIONS ............ooiiiiiiiiiiiiie e 4a
b Fuqding target reflecting at-r.isk assumptipns, but disregallrding 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 5.59 %
6 Target normal cost
a Present value of current plan YEar @CCIUAIS ...............cueiueiieiuieeecie e et ettt et e e aeebe e eae e ereeaeeaeenns 6a 84091
b Expected plan-related @XPENSES ..........c.ccooveveviveuceieeeeieeeeeeeeeee et eee et en et aen st eaess s s s s 6b 0
(o T L=y B 4T = [ et AR 6¢c 84091

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 09/23/2025
Signature of actuary Date
MICHEAL SPICKARD, EA 23-05310
Type or print name of actuary Most recent enroliment number
SUMMIT RPS 330-730-7432
Firm name Telephone number (including area code)

3137 NORTHVIEW ROAD
UNIONTOWN, OH 44685

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
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
VAT ottt ettt ettt ne ettt ne ettt enenesenenn 0 0
8 Portion elected for use to offset prior year’s funding requirement (line 35 from prior
VEAL) oottt ettt ettt n et n e 0 0
9  Amount remaining (line 7 MINUS N 8) .........corueueueieiieeeeececeee et
10 Interest on line 9 using prior year’s actual return of G0
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........cccccovceveninne, 23977
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 5.74 % ... o
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEEUIT 1.ttt h ettt b bbbt e a et neaneere st e 0
C Total available at beginning of current plan year to add to prefunding balance 23977
d Portion of (c) to be added to prefunding balance..............cccccvovevveecuevevireeeeeend 0
12 Other reductions in balances due to elections or deemed elections ...........................| 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d —line 12) .................. 0 0
Part Il Funding Percentages
14 Funding target attaiNnMENt PEICENEAGE. ...........c.vuvveeeeereeeeseeeeeiesiesssseesessessss s sesssssss s sssesssee s sessssssssesssseesessssesssessssessensssesessssssssssesssanssensasessereen 14 96.04 %
15 Adjusted funding target attaiNMENt PEICENTAGE ..........cc.cvoveveveeeeeeeeeeeee et et eee e ee et ee s et ettt ee s s e ete et e s e aen et et et esesees e e eeeeesnennnans 15 99.24 %
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAI'S fUNAING TEQUITEBIMIENL. ........ovivieeeeeeeeeeceee ettt ee et e s e s e es s st e e eas s enaneseaeseanan s es st eseseensn s ansneasseannanessseaenens 95.56 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...................ccccue..... 17 %
Part IV Contributions and Liquidity 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) employer(s) employees (MM-DD-YYYY) employer(s) employees
09/11/2025 103538
Totals » | 18(b) 103538 | 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................ccccccevevevevnenee. 19a 0
b Contributions made to avoid restrictions adjusted to valuation date. ...........c.cceveueuereirieirieieiieeeeeeeeeeee 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date.................... 19c 99510
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:
5.03 %

2nd segment:
5.26 %

3rd segment:
5.59 %

a Segment rates:

[ | N/A, full yield curve used

b Applicable month (enter code)

21b

1

22 Weighted average retirement age

22

65

23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate

[] substitute

Part VI |Miscellaneous Items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
EE YL el g 1 =Y o | SO T OO O T PO PP PP PU PR OUPPPTRPPP 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 ...

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHMENT ... e
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 84091
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 19874 1917
b Waiver amortization installment...............cccovevoviuiucueieeeeececeeeeeee e 0 0
33 If awaiver 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 86008
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding 0 0 0
reqUIrEMENt ......oooviiiiiiiiiiiiiieeeeee e
36 Additional cash requirement (line 34 MINUS INE 35) .........couiviviveveeeeeeeeececeeeeeeeeeee e, 36 86008
37 ?g:)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 99510
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over line 36) 38a 13502
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances........... 38b 0
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
plan year for which the rule applies. [ [2019  []2020 [ ]2021




Form 5500-SF Short Form Annual Return/Report of Small Employee | -~ OMeNesti210.0110
Dapartmen of the Tressury ’ Benefit Plan ; :
Intemal Revanue Service This form is required to be flled under sections 104 and 4065 of the Employee Retirement K 2024
Departrent of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal )
Emplayee Benafils Securily Adminisiralion Revenue Code (the Code). ngs l;?rfln Is Orz?n to
ublic Inspaction
__ Pnslon Banef Guaranty Corporalion »_Complote all entrles In accordance with the instructions to the Form 5500-SF. P .
[ Partl | Annual Report Identification Information
_For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/3172024
A This relurn/report Is for: E] a single-employer plan D a mulliple-employer plan (not multiemployer) (Pension Plan filers checking fhis box
must altach S¢hedule MEP, Olher plans must allach a list of participaling employer
| information In accordance with the form Instruclions.)
B This returnfreport is D the first return/report D the finat returnfreport .
D an amended return/report D a short plan year returnireport (less than 12 months)
C Check boxffling under: ] Form 5568 [ Jautomatic extension [] bFVG program ..
D special extenslon (enter description) o
D If the plan is a collectively-bargained plan, check here ......... TR Ve [ETPOORN ¥ [I L !

. f
» i ‘o v
svpreraanrainivire
. P e - .

1h  Three-dlgit plan number |

E Ifthis Is aretroactively adopted plan permilted by SECURE Act sectlon 201, check here.,
| Partll | Basic Plan Information—enter all requesled information

1a Name of plan '

VALLEY DRUG OF MALTA, INC. DBA ZIEGLER PHARMACY (PN) b D 092

CASH BALANCE PLAN 1¢  Effeclive date of plan
01/01/2018 -

2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer (dentification Number (EIN)
Malling address (include room, apt., sulte no, and street, or P.O, Box) 81-0414201
Gity or town, state or Bjrovlnce. countg. and ZIP or forelgn postal code (if forelgn, see Instructions)
INC. 2¢ Sponsor's telephone number

VALLEY DRUG OF MALTA,

(406) 654~2038
ZIEGLER PHARMACY 2d Business code (see Instructions)
PO BOX 1240

446110 .
MALTA MT 59538 -

3b Administrator's EIN

n P Boee s

3a Plan administrator's name and address Same as Plan Sponsor,

3¢ Administrator's telephone number

NRUSEIN
chic

R H R

4 Ifthe 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 s e
4d PN Bler g

last retum/report.
@ Sponsor's name
C Plan Name
6a Total number of particlpants at the beginning of 1he PIaN YEAC ..........cwimrvereeeerneeesmereserane crevreesirieaen 6a “ R
b Total number of participants at 1he end OF NG PIAN YOBR...vuurmmeomersmsssissmmmmsmessssssssssstsossesessssmnmsses 6b
€(1) Number of pariicipants with account balances as of lhe beglnning of the plan year (only defined 5c(1)
contribution plans complete this M) «....ic.use i e sssssss
¢(2) Number of participants with account balances as of the end of the plan year (only defined 6c(2)
contribulion plans complete this ltem) .......cooveerierns PR VRV e e e s
d(1) Total number of active participants at the beginning of 1he PIAN YEAT........ e esssesseossses 6d(1) 4
d(2) Total number of active pariicipants at the end of the PIAN YEAT .u...iumweserresmmeresrivesarerssessesssssseessessons 5d(2) 3
€ Number of parlicipants who terminaled employment during the plan year with accrued benefils that . Be
were less than 100% vesled., e 0
sod unless reasonable cause s established,

Cautlon: A penalty for the late or Incomplete filing of this roturnll}.c.aport will be as
Under penallles of perjury and other penallles set forth In the Instructions, | declare that 1 have examined Ihis returnireport, including, If applicable, @ Schedule
edule MB completed and elgned by an enrolled acluary, as well as the electronic version of this returnireport, and to the best of my knowledge and

5B or Sche
itis true, correot complele, v
e 94-13-2$ BREG ZIEGLER
Si naturéxg} plprf'e;;mlnlstrator Date Enter name of Individual signing as plan administrator

Slgnature of smployeriplan sponsor Date Enter name of individual signing as employer or plan spongor
' -Form 5600-5F {2024)

For Papsrwork Reduction Act Nollce, see the Instructions for Form 6600-SF,
V. 240311




Form §500-8F (2024) Page 2

6a Were all of the plan's assets during the plan year Invested in eligible assets? (See Instructions.)......cecorinen. e R E’ Yes D No
b 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 walver eliglbliity and onAIIONS.) ... vciiiiinivercrmnisimisisnessomensessssnns @ Yes D No

If you answered “No” to elther line 8a or line 8h, the plan cannot use Form 6500-SF and must instead usae Form 56500,
€ ithe planIs a defined benefit plan, Is it covered under the PBGC Insurance program (see ERISA section 4021)7

If “Yes" Is checked, enler the My PAA confirmation number from the PBGC premlum flling for this plan year

......

D Yes B]No I:] Not determined
. (8ee Instructions.)

| Part )l | Financial Information

7 Plan Assels and Liabllities (a) Beglnning of Year {b) End of Year
a Tolal plan assals 7a 455,578 586,140
b Tolal plan HabHIES .....ocoervevriveiirerrnecerennrninae R vrvermsinee 7h )
C Nel plan assets (sublract e 7b fIOm 1IN 78) .........er.ervesesersvereeese 7c 455,578 586,140
8 Income, Expenses, and Transfers for this Plan Year k {a) Amount {b) Total
a Contributions received or recelvable from:;
(1) _Employers 8a(1) 103,538
{2)_Parliclpants........aswivains . . | 8a(2)
{3) Others (Including roloVers).. . i rmssssiisssssssssnerimseresseee | 88(3) ;
b Other Income (085) ..., I erseeerisesosesessosesesnraassessene 8b 27,024
C_Total Income (add ines 8a(1), 8a(2), 8a(3), and 8h)............ 8c 130,562
d Benefits pald {Including direct rollovers and Insurance premiums = : e
t0 provide Benefils) iu..iuosiioiiinsieeenien resiens iressssierssaties 8d
€ Certaln deemsd and/or correclive distributions (see Instruclions) . Be
f Administralive service providers (salarigs, fees, commissions)..... 8f
__G Ofher expenses......... pereninie. Verervereve rrerr e et srpearee g ererte 89
h Total expenses (add lines 8d, Be, 8f, and 8g) v.....ecveerimmressocnisiens 8h 0
] Net Income (loss) (sublract fine 8h from line 8¢) .....cs.un. vossersrins | Bl 130,562
J  Transfers to (from) the plan (see Instructions) 8
| Part iV | Plan Characteristics
9a |Ifthe glaf é)r%vgies pension benefils, enter the applicable penslon feature codes from the List of Plan Characteristic Codes In the Instructions:
b |[If the plan provides welfare benefits, enter the applicable walfare fealure codes from fhe List of Plan Characteristic Codes In the Instructions:
[ PartV | Compliance Questions ,
10 During the plan year: Yos | No Amount
a Was there a failure to transmit to ihe plan any participant contributions within the time period
described In 29 CFR 2510.3-1027 Continue to answer “Yes" for any prior year failures until fully
correcled. (Sge Instructions and DOL's Volunlary Fiduciary Correction Progrant) ...........s... e | 108 X
b Were thera any nonexempt transactions with any pary-In-Interest? (Do not Include transactions
1EPOMEA ON INE 108, 11vienirsiinicinasions s isressigsossssnmeresree Vreresibevarisverserine veorrieisrnnes S verr ] 10b X
G Was the plan covered by a fidslity bond? ......ccenvinvenne RPN L ey Vo 10¢c | X 30,000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelily bond, that was caused
by fraud or dishonesty? ... bovssssesertsensossntsessressssisassrneasssensstossasarssietsiesinn e vevnes 10d X ¢
e Were any fees or commissions pald to any brokers, agents, or other persons by an Insurance
carrler, Insurance service, or other organization that provides some or all of the benefits under
the plan? (586 IStIUCHONS.Y vcrcrwiicnrirssiersmmsssrssrirsrmssissmrsersesssisnsasonsensssseres veresnbiressirerrereiinsaratants 100 X
f Has the plan falled to provide any benefit when due Under the PIAN? ... ieeecrnreimmrreessissanton | 10¢
g Did the plan have any partlcipant loans? (If "Yes," enter amount as of year-end.) ................ reenis 10g X
h  If this Is an Individual account plan, was there a blackout period? (See Instructlons and 29 CFR
2520.101-3.) .ooveeivvnnnens Lot vt b see st edas Dt s b s Ve st 10h
I If 10h was answered “Yes,” check the box If you either provided the requlred notice or one of the
101

exceplions to providing the notlce applied under 29 CFR 2520.107-3....ocviivcriiccnnnceninnmnssnons




Form 5500-SF (2024) Page 3-[ |

| Part

vi | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requlrements? (If "Yes," see Instructions and complete Schedule SB ‘
(Form 6500) and lines 11a and b below.) If this Is a defined contribution pension plan, leave line 11 blank and complete line 12 E] Yes D No
BRIOW, 1uiirsiseiinsrsssssaceseenionsisonsnrssinssssssansreagesss Jesreis st bbb Lo b sesea e sap gt anis PTE— Vpeusensrsesssessreeser
a_ Enter the unpald minimum required conlribulions for alt years from Schedule SB (Form 5500) lne 40 ........ccoeune , 11a ' 0
b PBGC missad contributlon reporting requirements. If the plan Is covered by PBGGC 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, .
D No. Reporting was walved under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpald minimum required conlribution
were made by the 30th day after the due date.
D No. The 30-day perlod referenced In 29 CFR 4043.25(c)(2) has nol yet ended, and the sponsor Intends to make a contribution equal lo or
exceeding the unpald minlmum required contribution by the 30th day after the due date,
D No. Other, Provide explanation
12 Is this a defined contribution plan subject to the minimum funding requirements of sectlon 412 of the Cada or sacllon 302 of
ERISA? ...icvviirinens esrveseneusen e eeta e ra [P oo LT OO RO TSR D Yes @ No
(It "Yes," complele line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit penslon plan, leave
line 12 blank and complete line 11 above.
a If a walver of the minimum funding standard for a prior year Is belng amoriized In this plan year, see instructions, and enler the date of the leller ruling

granting the walver. ,...... YRR Jevescsssnons Veorsrenriesterraee Corsisnersaine Lrosesrserstsnresaresstsse eereryeessentaersicrsrrarins Month Day

Year

If you completed iine 12a, complote lines 3, 9, and 10 of Schedule MB {Form £500), and skip to line 13,

b_Enter the mainlmum required contrlbution for (IS PIAN YEAI v...uuuse.ssivoneorscsnorssssecesssirsesessssmsssessessssssessemssssoniomcsm | 120
C Enter the amount contributed by the employer to the plan for this plan year PSRN i | 12C
d Subtract the amount In lne 12c from the amount In fine 12b. Enler the result (enter a minus sign to the left of a 12d
NEQatiVe aMOUN) iciiiiiiniinesssesaereesssnsssssssasases Lsiaseeensraiissins et enasessraree Luvearensitesosirersiasenssts Gsbiritssbesvberkesbistessssaras i
€ Wil the minlmum funding amount reported on line 12d be mat by the fUNdIng AeadNG?.....c...vrvmsvrrmissssmrsusenssns - D Yes D No D N/A
‘Part VIl | Plan Terminations and Transfers of Assets
13a Has aresolulion to lerminale the plan been adopted IN 8NY PIaN YEEIT ...c.remmrsssimiessssssmsessssssossstestsossseeesseessonnes D Yes E] No
a_|i"Yes," enler {he amount of any plan assels {hal reverted to the employer this year................ Vesvetbsraanseinrressesyis ... | 13a :
b Were all the plan assets distributed to particlpants or baneficiarles, transferred lo another plan, or brought under the D Yes P__q No F
controf of Iha PBGCY..uuieeerieseeee ittt b s ettt s corbsssninar s et sats anenes . seasbessrtssennenans
C I, during this plan year, any assets or liablilities were lransferred from this plan to anather plan(s), Identify the plan(s) to
which assets or liabllilles were transferred, {See instructions.)
13¢{1) Name of plan(s): 136(2) EIN(s) 13¢{3) PN(s)
| Part Vill | IRS Compliance Questions
14a Does the plan satlsfy the coverage and nondiscrimination tests of Code sections 41 0(b) and 401(a)(4) by combining this plan with any olher plans under

the permissive agaregation rules? &) Yes [] No

14b Ifthis Is a Gode section 401(k) plan, check all boxes that apply to indlcate how the plan is Intended to satisfy the nondiscrimination requirements for

employee deferrals and employer matching contribullons (as applicable) under Code sections 401(k)(3) and 401(m)(2).
D Deslign-based safe harbor method

D “Prior year” ADP test
D "Current year” ADP test

[ na

16  Ifthe plan sponsor Is an adopter of a pre-approved plan that received a favarable [RS Opinion Letter, enter the dale of the Opinlon Lelter 03/30/2018
(MM/DD/YYYY) and the Opinion Letler serial number J501723a




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100110

(Form 5500) Actuarial Information 2024

Department of the Treasury

Internal Revenue Senvice This schedule Is required to be filed under sectlon 104 of the Employee
Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form Is Open to Public

Employes Benefils Security Adminisiration Internal Revenue Code ((he Code). Inspecptlon
Penston Bensfit Guaranly Corporation
) File as an attachment to Form 6600 or 6600-SF,

For calendar plan year 2024 or fiscal plan year beginning 0170172024 and ending 1273172074

» Round off amounts to nearest dollar,
} Caution: A penalty of $1,000 will be assessed for lale flling of this repor! unless reasonable cause Is established.

A Name of plan B Three-digit
VALLEY DRUG. OF MALTA, INC. DBA ZIEGLER PHARMACY plan number (PN) 3 002
CASH BALANCE PLAN T i T
C Plan sponsor's name as shown on line 2a of Form 5500 or 6500-SF D Employer ldentification Number (EIN)
VALLEY DRUG OF MALTA, INC.
81-0414201
E Typeofplan: [X] Single [ ] Multiple-A [ ] Multiple-8 i - [F Prior year plan size: [x] 100 or fewer [ ] 101-600 [ ] More than 500
[ Part | ‘ Basic Information
1 Enter the valuation date: ~ Month__ 12 Day 31 Year 2024
2 Assets: . '
2a 482,602

T B MATKBE VBIUE 1.1a1iiv v crianteainininien et raah 1000051010000 10 0000044008040 b0 b a0 2 ab 40004045 beb 0D e e e s SR AT er ekt ek ab R e

b Actuarlal value 2b . 482,602
3 Funding targelparticipant count breakdown (1) Number of (2) Vested Funding .| (3) Total Funding
) participants Target Target
*.2, @ For retired participants and beneficlaries recelving payment..........c.ovvonnins 0 0. . 0
b For terminated vested participants 1 3,306 ) 3,306
. € FOr active PATHICIPANES 1uis i i st 3 499,170 499,170
U TOL it s st bt e 4 502,476, S 502,476

a Funding target disregarding prescribed at-risk assumptions
b Funding target refiecling at-risk assumptions, but disregarding transitlon rule for plans that have been In 4b
at-risk status for fewer than five consecutlve years and disregarding loading faclor
5 Effective Interast rate ....coivveireiiones O OO PPV P PRI TR 5 5.59 %
6 TAGBE NOTMAI COBL..runviiiirsiviss s sttt b st ets bt s st ees s s 1 s s s s st a et en s e st b e s st e e e trer e et s setarenesssesssasensarronn] . , , AR
a Prasent value of current plan year accruals ' 6a’ ‘ 84,091
D Expected plan-related EXPERSES ... s e et 8b 0
€ TAIGE NOIMNAI GOSE t1vuisisrereccarnssiiesies e asiesssssessonsseransatssisisssssesbsants bebees st rertsase st asstransss s ssecsimassesssisesine B¢ 84,091

Statement by Enrolled Actuary
Tao the best of my knowledgs, the information supplled In Lhis schedule and accompanylng schedules, stalements and attachments, If any, Is complale and accurale. Each prescribed assumption was applled in
accordance with applicable law and regulations. In my opinion, each other assumplion Is reasonable (teking Inlo account the experisnce of the plan and reasonable expectations) and such other assumptions, In
combinalion, offer my best estimale of anlicpated experience under the plan.

Sle?ahé /MJ%QJW/ 09/20/2025

Slgnalure(cp&uary Date

MICHEAL SPICKARD, EA 23-05310
Type or print name of actuary Most recent enrollment number
SUMMIT RPS (330)730~7432
Flrm name Telephone number (including area code)

3137 NORTHVIEW ROAD

UNIONTOWN OH 44685
Address of the firm

if the actuary has not fully reflected any regulation or ruling promulgated under the statule in completing this schedule, check the box and see Instructions D

For Paperwork Reduction Act Notlce, see the Instructions for Form 500 or §600-SF, Schedule 8B (Form 5500) 2024
- v, 240311




Schedule SB (Form 5500) 2024 Page2-[ |

Part Il [ Beginning of Year Carryover and Prefunding Balances

{a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (llne 13 from prior
YOBT) wecovecvaseeessenssnssieivessabss et s ast st b3 e sees o83 A 110 ES b8 ALt 0 0
8 Portion elected for use o offset prior year's funding requirement (line 35 from prior
VORI ovornereninsi sttt estesseess et 0 0
9 Amount remalning (€ 7 MINUS N8 8) vvivvuivrivrviormicrinmesonvesisesssssissosvssesssse e 0 0
10 interest on line 9 using prior year's actual return of Porvvrienmiicrmrinireernn. 0 0
11 Prior year's excess contributions to be added to prefunding balance: '
a Present value of excess contributions (line 38a from prior YEar) . 23,977
b(1) Interest on the excess, If any, of line 38a over line 38b from %rlo%ear
Schedule 8B, using prior year's effective interest rate of . Do eireenrinns 0
h(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEILUIN Lot i e 0
C Total avallable at beglnning of current plan year o add to prefunding balance .............., 23,977
d Portion of (c) to be added to prefunding BAIANCE ..o 0
12 Other reductions In balances due to slections or deemed elections .......cooevcvricieiin 0 0
13 Balance al beginning of current year (line 9 + line 10 + line 11d = tine 12) ....cooeviverrne, 0 0

Part il Funding Percentages
14 FUNAING target AttalNmMENL PEIGENIAGE .t tesss s bbb E e 41811 bR et B8RS Ee B 4B Eb e bbbt et 14 96.,04%

15 Adjusted funding target attainment percentage .. 15 99,24%
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 18

vert nnanna I R

YEA'S TUNCING [EGUILBITIBNL. 11vv1sivssvetcrberetssotsiebssessesessseetss e b b1 bt eto et 1800848041184 E4 1B H8 1t s bbbt e st 100 95.56%
47 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ......ovvvverincverinnians 17 %
Part lV Contributions and Liguldity Shortfalls '
18 Contributions made (o 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 (¢} Amount paid by
(MM-DD-YYYY) employer(s) employges (MM-DD-YYYY) employer(s) employees
09/11/2025 103,538

Totals > | 18(b) 103,538/ 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. ..c...coovoivcrecnsconne. 19a 0

b Contributions made to avold restrictions adjusted to valuation date 19b 0

€ Contributlons allocated toward minimum required contribution for current year adjusted to valuation date ...t 19¢ 99,510
20 Quarterly contributions and liquidily shortfalls:

a Did the plan have a "funding Shortfall” for the PriOr YEAIT .vv.iviiiiiiicr e et b s bers e er st areer a1 on e D Yes E} No

b ifline 20a is "Yes," were required quarterly instaliments for the current year made In a Umely manner?...... ., ATTPTRNPN perees D Yes D 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) st (2) 2nd (3) ard () 4th




Schedule SB (Form 5500) 2024 Page 3

PartV . |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

2 Sagment aes: 1ol seqment 2 seameny 0 segmens A,y curve used
D Applicable MONtD (BIEF GO vv.viivuircresiniiiieis sttt ettt st res bbb s b bs s e s et enteressennse s 21b 1
22 Welghted average relifeMBNt 808 ..o i st b 1011 a8 es st b et s st b 22 65
23 Mortallly table(s) (see Instructions) K| Preseribed - combined [] Prescribed - separate [] substitute
Part VI -|{ Miscellaneous Items
24 Has a change been made In the non-prescribed actuarlat assumplions for the current plan year? If "Yes," see Instructions regarding required
BHACRMENL Lt e s e b s LS8 S s SRRk b e b s et D Yes @ No

28 Has a melhod 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 atlachment. ............. D Yes @ No

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

AHACHMIBILL. e i a1 e e s et 4oL a 4103 bbb 8414440418040 ter b ehe b b e s st bbbt e

Part Vil |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpald minimum required contributions fOr all PriOr YEAIS ... s s on 28 0
29 ?“::%r;t)ed employer contributions allocated toward unpald minimum requlred contributlons from prior years 29 0
30 Remaining amount of unpaid minimum required contributions (iine 28 MINUS N 20) 1..vvvrrecsecoiieconsronsiersinnes 30 0
Patt VIl . |Minimum Required Contribution For Current Year

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

@ Target NOMMAl GOSL (NG BC) vvvvurriiiesersirriaiianisirses s ees s bbb bs et serenb s bt e n s b ars e r st 31a 84,091

b Excess assels, If applicable, but not greater than line 31a 31b 0
32 Amortization inslaliments: Outstanding Balance Instatiment

a Net shortfall amortization Installment ..., 19,874 1,917

b Walver amortization inStalMent.........c.veiemimiiieris et 0 0
33 1t a walver has been approved for this plan year, enter the date of the ruling letter granting the approval 33

(Month Day Year } and the walved amount.........ccocceeirninii i
34 Total funding requirement before reflecting carryover/prefunding balances (ines 31a - 31b + 32a + 32b- 33)....| 34 86,008

Carryover balance Prefunding balance Tolal balance

35 Balances elected for use to offsel funding

FEQUITBINENE vvvvvvr v ssssesnnesssieneesnns 0 0 0
36 Additional cash requirement (Ine 34 MINUS N8 35) ......c..viiviiireiriniviniisiesssiin st ioeconssesetonsnessess e 36 86,008
37 Contributions allocated toward minimum required coniribution for current year adjusted to valuation date (ine 37 5

TB0) covcvvvveevsecseseessess st DRSS 1181588 9,510
38 Present value of excess conlributions for current year (see Instructions)

a Tolal (excess, If any, of line 37 over line 36) 38a 13,502

b Portion included in line 38a atlribulable to use of prefunding and funding slandard carryover balances 38hb 0
38 Unpaid minimum required contribution for current year (excess, If any, of line 36 over N 37) ....c.covvrivircrn. 39 0
40 Unpald minimum required GontribUtions fOr ll YEaIS ... . s s sississess s 40 0
PartIX | Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

41 I 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 applles. [ ] 2019




SCHEDULE SB, LINE 22
DESCRIPTION OF WEIGHTED AVERAGE
RETIREMENT AGE

Each Participant is assumed to retire at his/her normal retirement age, The age entered is the age
specified in the Plan.

Plan Name: Valley Drug of Malta, Inc. dba Ziegler Pharmacy Cash Balance
Plan

Plan Sponsor’s Name: Valley Drug of Malta Inc. dba Ziegler Pharmacy

Plan Number: 002

EIN: 81-0414201

FACLIENTS\Valley Drug of Malta Inc dba Ziegler Pharmacy\Cash Balance (Gallagher)\Reports\Schedule SB Retirement Age.docx




Target Assumptions:

Male Nonannuitant:
Female Nonannuitant;
Male Annuitant:

Female Annuijtant;

Schedule SB, Part V - Statement of Actuarial Assumptions

2024 Nonannuitant Male
2024 Nonannuitant Female
2024 Annuitant Male

2024 Annuitant Female

Applicable months from valuation month: 1

Probability of lump sum:

100.00%

Use pre-retirement mortality: No

Segment rates:
High Quality Bond rates:
Final rates:

Override:

Salary Scale

Viale: 0.00%

Female: 0.00%
Withdrawal

Male: N/A

Female: N/A
Withdrawal-Select

Male: N/A

Female: N/A
Early Retirement Rates

st 2nd  3rd

5.03 528 536
N/A N/A N/A
5.03 5.28 5.59
0.00 0.00 0.00

Male: N/A
Female: N/A
Subsidized Early Retirement Rates
Male: N/A
Female: N/A

Name of Plan:
Plan Sponsor's EIN:

VALLEY DRUG OF MALTA, INi
06-1520181

Plan Number: 002

Options:

Use optional combined mortality table for small plans;

Use discount rate transition:

Lump sums use proposed regulations:

Actuarial Equivalent Floor

Stability period: plan year
Lookback months: 1
Nonannuitant; N/A
Annuitant: 2024 Applicable

st 2d 3id
Current: 5.01 513 5.15
Override: 0.00 0.00 0.00

Late Retirement Rates

Male: N/A
Female: N/A
Marriage Probability
Male: 0.00%
Female! 0.00%
Expense loading: 0.00%
Disability Rates
Male: N/A
Female: N/A
Mortality
Male: N/A
Female: N/A

Page 1

Yes

Yes

Setback
0

Setback

0
0




Eligibility Requirements

Age (yrs) ! 0
Age (months) 0
Wait (months) : 12

Two year eligibility No

Earnings

Total compensation excluding :

Retirement Normal
Age! 65
Service: 0
Participation: 5

Defined: ,
during

Plan Year Rate
Past: 5.00% Current: 5.00%

Ist of month

Fufure: 5.00%

Schedule SB, Part V - Summary of Plan Provisions

Service/Participation Requirements

Definition of years: Hours worked
Continuing hours: 1,000

Excluded classes: Other
403(b)
Cafeteria
Other
Early Subsidized Eayly

Interest Crediting Rules

Benefit Reduction / Mortality table & setback

Male:
Female:

Rates - Male:
Rates - Female:

Use Social Security Retirement Age:
Vesting Schedule: 3 YEAR CLIFF

Disability

Interest credited to:

Actuarial Equivalence  Actuarial Equivalence N/A
Actuarial Equivalence  Actuarial Equivalence N/A
N/A N/A N/A
N/A N/A N/A
No REACT Benefits Percentage: 50.00%

Pre-retirement death benefit

Termination date

Vesting Definition: Hours Worked Percentage of accrued benefit: 0.00%
Death Benefit Payment method:  PVAB
Name of Plan: VALLEY DRUG OF MALTA, INC DBA ZIEGLER PHARMACY CASH BALANCE

Plan Sponsor's EIN: 06-1520181

Plan Number: 002

Page 1

Death




Schedule SB, Part V - Summary of Plan Provisions

Annuity Percent Years
Normal: Life only 0.00% 0
QJSA: Joint and contingent 50.00% ' 0

Significant Changes in Plan Provisions Since Last Valuation

Name of Plan: VALLEY DRUG OF MALTA, INC DBA ZIEGLER PHARMACY CASH BALANCE
Plan Sponsor's EIN: 06-1520181
Plan Number: 002

Page 2




Schedule SB, Part V - Summary of Plan Provisions

Benefit Formula

Benefits are based on the actuarial equivalent of the hypothetical account balance. The hypothetical contributions are $100,000 for the
ownet/ pharmacist plus 3% of compensation for other participants,

Name of Plan: VALLEY DRUG OF MALTA, INC DBA ZIEGLER PHARMACY CASH BALANCE
Plan Sponsor's EIN: 06-1520181
Plan Number; 002

Page 3




['ype of Base

Shortfall
Shortfall

Totals

Name of Plan:
Plan Sponsor's EIN:
Plan Number:

Schedule SB, line 32 - Schedule of Amortization Bases

Charges/Credits

Effective Interest
Date Rate

12/31/2023  5.03/5.28
12/31/2024  5.03/5.28

Shortfall

VALLEY DRUG OF MALTA, INC DBA ZIEGLER PHARMACY CASH BALANCE

06-1520181
002

Initial
Amount

16,294
4,570

Page 1

Initial Current Rem

Amort Balance Amort Payment

15.00 15,304 14.00 1,492

15.00 4,570 15.00 425
19,874 1,917




