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
MENDHAM ANIMAL HOSPITAL PROFIT SHARING PLAN (PN) > 001
1c Effective date of plan
03/01/1996
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) 22-3426201
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
MENDHAM ANIMAL HOSPITAL 2c Sponsor’s telephone number
908-879-5800
2d Business code (see instructions)
571 ROUTE 24
MENDHAM, NJ 07945 541940
3a Plan administrator’'s name and address D Same as Plan Sponsor. 3b Administrator's EIN 22.3496201
MENDHAM ANIMAL HOSPITAL 571 ROUTE 24 3¢ Administrator’s telephone number
MENDHAM, NJ 07945
908-879-5800
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 18
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 20
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
g, - 5¢(1) 18
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 20
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) 9
€ Number of participants who terminated employment during the plan year with accrued benefits that
5e 0
were 18SS than 100% VESTEA ......uiiiiiiiiiiiiii ittt e et e s et e e e bt e e ssb e e e abe e s anbeesssbeeeaannnes

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. 10/06/2025 ALLISON MILNE
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 1233155 1464818
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1233155 1464818

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) 12000

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 219663
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 231663
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 231663
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 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 40000
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).

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 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703912A




Form 5500-SF Short Form Annual Return/Repart of Small Employee OB Noe. 12100110
Benefit Plan

UounJrIm'.‘hl of treicm.rv 2024
il Bmianr Saries Thiz form is required to be filed under seetions 103 and 4088 of the Employee Raftrament
Papartmrn of _ngor I Income Segurily Act of 1974 (ERISA), and sestions 057(k) and ED5&{=) of the Internal This. Form le Open to
Puhlls Inapastion

By Bencli Sosnly Adminersien ‘ Revenue Cade [the Code),
Prasion Etalil Gunranly Saperation v Complate all antriss in accordance with the Instructiahs te the Farm §500-8F;
[ Partl | Annuat Report Identificatian information

For calenc et plan yodr 7024 ar flseal plan year baginning Y RIPLEL and ending le/3l/20:4
A Thin ratumireport 1z for, |x a single-employar plan |:|a multiple-armiplover glan {not multiemplayar) (Pangion Flan filars checking this bok

Fiist attach Schedule MEP, Cther plana must attech a st of participating employer
Infarmation in acpordanés with the form instructions.)

B thiz returnfraport iz D tha first mmpﬂrt D the firal ratum/raport
D an amonded retarm/report D a shert plan year retum/report (less than 12 months}

G Gheok box it filing under: [ Form 9968 [Jautemnatic antengion [] oFve program
E zpeclal extengion {enter description}
0 If the plan is & collectively-bergaingd plan, shack Mete . ettt st R e b st rrabent T D
E lf this is a refroactively adopted plan permited by SEQURE Act section 201, sheck hars v, . b D
[_ﬁaﬂ {3 ’—-ESBIC Plan Information—arter ell requasted infarmation
T8 Name of plan 1t “Three-digit plan number
MENITMAM ANIMAL HOSPITAL BROFIT SHARIKG PLAN (PN) * 001

1 Effactiva date of plan
D3/0/1928

28 Plan sporgers nems (emplover. if for a sngle-emplover plan) 2b Employer Identfeation Number (EIN)
Mailing addrass (include reom, apt, sulte no_ 2nd street. or B.0. Bex) 223426201
Cily o lovh, State or provinee, eauntry, 2nd ZIP or foreign postsl code (if foreign, sea instrustians) 26 5 s o]
MENMHAM ANTMAT, HOSEITAL . gpga’fé% ;fg?;g number

i : ruel
a1 ROVTR 24 2d Business code (5ee instrucliona)

ME R TYH AM NI 07245 541840
33 Plan adrinistrater's name and address | Same a8 Plan Sponsar. 3b Administrator's EIN
MENGHAM ANIMAT HISRITAL 22-3426201

3c Admintstratar's telephane number
ATL ROUIL 4

MRy Al Mo 072458 G0B~875-5800
4 | tha name ant’or BN of the plan sponsor or the plam name has changed since thee last returnfreport 4h By
lad for this plan, enter the plan aponaar's name, EiN, ihe flan name and the plan rumbar from the
loagt resurndrepor, 4d PN
a Sponsot's name
¢ Plan Name

'-“:a Tn a1 numbﬂ-r af arlic:lpanl‘s at the beginning of tha plan year .. OO SIS ba 18
b Tmal number of participarts at the end of the plan year... PR, Sb 20
c{1) Mumber of parlicipanis with secount balancas as r:»nhe begmnmq of lhe pran year {onry d&nned 56(1)

aentributian plans complete his HEMY e e s e er e e e e e 18

G(2) Number of particinents with ascoumt balancﬂ 33 ﬂf the endl of thP p1|n yaar [enly deﬁnad 5c(2)

rentrbytian glans complete thig iem), . 4 erbabehe s Ve eemeR b Abapeva e s an s eder 4 pebed st E L bR ed AR 20

d(1] "otal number of active paricisants at the begmning 0f the plan L LT OO 5d{1) 7
d(2) Tt numbet of éctive parlicipants at the end of the plan vear... et $d{2) ) ) g
@ Number of participanls wha {erminaied emplovment during the plxan year Will‘l a-:crued beneﬁ‘ts that So o

_..._E’.'_@I?M 100% VggteqjIIIII"IIIIIIIIIHIlIl‘ll\l“l!llll’lllll‘llIllllll SRR A LA TR T LA RN A R AN A RN AL AL B LA F AR A AR LY

Gautlon: A ponalty for the late or incormplote fling of this vefurriveport will be dbgessed urilaasg reasohalle eaisa is ontabilishad.
Under penalties of perjury and other penaltiss sef forth in the instnuctions, | declare that | heve exarinad this retoeniepart, insluding, § applivable, a Scheduke
5B or Sekodule MB complated and slgnn? by an en;}olleu actuary. ax well as the alevtronle verslon of this returmirenart, and to the hagt of my knbwiedegs and

: | L

whalieh iLis. .
SIGN fo ol 3 |Al ison Milne
HERE Date: Entar name of Ingividual slgning as flan administrator
BIGN
HERE | signaturs of smplover/plan sponsar Date Enter name of indivieluat sianing ss arnployer or plan soansse
For Baprrmark Reduciion A NoTios, see Bin iNalruslions For Farn SE00.-5F. Form BS00-5F (3024]

. 240311
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Form S500-5F (2024) Page &

Wene all of the plare a6t guring the plan yesr invested m eligible sesets? (See MBUCIONS.) . mus oo E Yes [] No
Are you claming a waiver of the aniniel examination and repor! of an Independent qualified pubric acuoumanl {IQPP.}

unoer 28 CER 7520 104-487 (See instrclions on waiver eligiblity and conditians. ... R b s @ Yes [] No
i youi angwersd “Na” to althar llne Ba or [ine 6b, the plan cannot usa Farm 55004F anu must Inalaau uae l‘-'nrm SEM

IFthe alan s = defined benefit plan, i@ it covearsd under the PBEC Insurance program (ser ERISA paction 4021)F ... [] Yes [] No [] NGt asternitied
£ Yes" is checked entet the My PAA confirmation number from the PRGC premium fikng for this plan yaar . (Ban instructions.

Part Ill | Finapcial Information

7 Blan Assets and Lisbilities i {a) Baginning of Year (&) End of Year
A Total plan negets . ey e o g e g e L 7a 1,233,155 1,464,818
B tatal plan lizbilities ettt ottt e et eeee aet e eene Th
C Mt plar assets (subtractnne?'b fram I;nc?a}... e |18 1,333,155 1,454,818
8 intame. Expanses, snd Transfers for this Plan Yaot L (8) Amount
A4 Canminutions raceived ar recesivabla fram;
(1) EEIEEIS et b e g et 0 a1
() Paricipards. oo e | BA(R) L2, 00k
{3 Cithets (including rolevermY v g fa(3) ;
B) BT INCOME [DBAY, Lv.1reivesiovesrsssrossssessptgaispms s s sz oy Bb 2.8, 865)
. Total income (add Ines Sa( 11 Bag ] 5agag and su} sk Be
d Benafits pald umcludlng dicect rollovers v insurance pr prﬂﬂlums
to pravide benefitz). oo . R i)
€ Ceriain deemad andior corractive distrbutions (ssﬁ Inslrucllnnﬁ) i ]
T admmiskeaiive servige providers (salatles, fees, gommissions]..... of
T OUNEr eMDENSES L e Ag
h_Total axperses (add lings B4, Be 8t and 8e). oo | BR
I Meliaome (loss) (subitast ine Bh fram lne 8).. L]
1 Transters to (from) the plan (3ee PSTUCHDND) - i )

| Part IV IPIan Characteristics

8a I the pian provides pensian benefits, enter the applicable pangion featute sbdas from the List of Plan Charactaristc Codes in the Instructions:
2878 3L
by | H the plan providos welfare berefits, prter the applicalle welfare feature codes from the List of Flan Characteristic Codes n the Instrustions;
| Partv | compliance Questions
A0 During the plan year Yos | Mo . Amount
A Was thore a fRiiurg e itansmit to the plan any participant coniributiang withit the e patod
descrbed ih 28 CFR 251031027 Continug to seswar “Yae™ for any prior yaar Railures untl fully
congstod. (Ses namictions and DOL's Voluntary Flduclary Comeation Program). .o opemesi | 108 £
b VWera thare any nnnaxempt tfranzactionz with anv par't)n-ln-lmerast’t' (Do rot mr::luda transactmns
repatled or ling 104.).... et mreeeeemeres i ST VTP O PP PTPP PR L., X
G Was the plan coversd by a fidelity berd? certent e riesrs e bssteme e | 108 | X 47,000
A Did the plan hove 2 logs, whether or not refmbursed by the plan -] ﬂdenﬁr bond. that wears cauged
by fraud or dishonesly? ..o eaeecve v v e zrair sz renzee | 1 OK A
& Weara any fres or commissions pﬁlld tt any brokers, agents, or other persons hy’ an insurance
corfier. insurance service. or sther organization that pravides some ar all of the bonefits under
The plan? (Fee MENLCHONER ) ey s iy st s gz e | 100 X
T Has the pran failed 1 provide any banefit wien dus under tha plan® ... | 48 X
4 Did tha plan ~ave any participant foans? (If *Yes,” enter smount as of year-and.} .. e, 10q X
b If this = an irdividoal gceount plan was there a blackouwt perlod? (See instructions and 28 CFR
2620.101-3.) it 10h %
i If 100 wag anewored ch cha-:k thn bax ui you elther provided tha required rotice orone af the
sxcaptions 1o providing the notice applled under 28 CFR 25211 1013, . e WL




