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
JONESVILLE HEALTH CARE 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2015
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) 02-0697250
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
JONESVILLE HEALTH CARE, PLLC 2c Sponsor's telephone number

517-849-7100

2d Business code (see instructions)

216 OLDS ST
JONESVILLE, MI 49250 621498

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 18
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 17
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 16
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) 17
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 16
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 17
€ 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. 10/07/2025 SHEILA MCMULLEN
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 1434369 1771887
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1434369 1771887

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) 126967

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 47199
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 179435
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 353601
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
e Certain deemed and/or corrective distributions (see instructions) . 8e 2961
f Administrative service providers (salaries, fees, commissions)..... 8f 13122
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 16083
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 337518
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2 2K 2F 2G 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 500000
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 789
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c.ccccccvueuene 10g X 57526
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)
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Part VI Pension Funding Compliance

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

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

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

|11a|

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

D Yes.

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

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

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

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

No. Other. Provide explanation

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

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

line 12 blank and complete line 11 above.

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

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

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

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

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

D Yes @ No

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

13a

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

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

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

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

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

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

the permissive aggregation rules?[ ] Yes [{ No

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

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

[] NA

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

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703979A,




‘ OM8 Nos. 1210-0110
Form 5§500-SF Short Form Annual Return/Report of Small Employee B
Dspartment of the Treasury Benefit Plan 2024
Intarmal Revenue Service This form s required to be filed under sections 104 and 4085 of the Employee Retirement
" Department of Labor Incorne Securily Act of 1974 (ERISA), and sections 6057(b) and 5058(a) of the Internat i
Employes Bac;tpmﬁisggaiityidmwaﬁm Revenue Code (the Code). This Form is Open to
- Public Inspection
Ponsion Benefit Guaranty Corparation »_Complete all entries in accordance with the instructions to the Form 5500-SF.

| -Part1 | 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 ptan (not multiemployer) (Pension Plan filers checking this box

must atlach Schedule MEP. Other plans must attach a list of participaling employer
information in accordance with the form instruclions.)

B This return/report is D the first return/report Dthe final return/report

D an amended refurn/report Da short plan year returnfreport (less than 12 months)

C Check box if filing under: Form 5558 Dauiomaﬁic extension
D spectal extension (enter description)

D fthe planis a collectively-bargained plan, ChECK NETE .....eecvv.eeecteeeeee e e eeeeee e
E I ihis is a retroactively adopted plan permitted by SECURE Act section 201, check here

D DFVC program

[::Partll | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan number
Jonesville Health Care 401 (k) Plan . PNy ¥ o1
4c Effective date of plan
01/01/2015
2a Pian sponsor's name (employer, if for a singte-emptoyer plan) 2b Employer Identification Number (EIN)

Mailing address (include room, apt., suite no. and street, or P.0O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
Jonesville Health Care, PLLC

216 0lds st

Jonesville MI 49250

02-0697250

2c

Sponsor's telephone number
517-849-7100

2d

Business code {see instructions)

621498

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

3b

Administrator's EiN

3c

Administrator's telephone number

4 Ifthe name andfor EIN of the plan sponsor or Ihe ptan 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 returnfreport. 4d PN
a Sponsor's name
C Plan Name
5a Total number of participants al the beginning of the PIaN YEar ... Ga 18
b Totat number of participants at the end of e PIAN YEAF.............vvvveeeoeeooooooooooooooooeos oo 5b 17
c{1) Number of parlicipants with account balances as of the beginning of the plan year (only defined 5¢(1)
contribution plans complete this M) ..........oocoeeeeoeeeeeeeooooooo 16
€(2) Number of participants with account balances as of the end of the plan year {only defined 5¢(2)
contribution plans comPIEte this MY ..ot 17
d(1) Total number of active participants at the beginning of the PIaN YEar...........oooooooooooooooo 5d(1) 16
d(2} Total number of active participants at the end of the plan L LSOO §d(2) 17
€ Number of pariicipants who terminated employment during the plan year with accrued benefits that 5o
were 1055 than T00% VESIU. .....ec.iie e ot esresssssseas s e e sssesoseseesssessss s s 0

Caution: A penalty for the late or incomplete filing of this returnfreport will be  assessed unless reasonable cause is established,

Under penaities of perjury and other penalties set forih in the inslructions, | declare that | Rave examined this relurn/report, including, if applicable, a Schedule

58 or Schedule MB completed and signed by a}/enroiled acluary, as well as the electronic version of this refurnireport, and to the best of my knowledge and
iof it s Ir A

belief, s | . .
NN MNP (DO F)i)]sheila MeMullen
Sigrﬂture of plan admﬁstra%r Date Enter name of individual signing as plan adminisirator
fo -1-A0A% |Scott Gutowski
Signature of emplbYer/plan sponsor o Date Eﬁier name of indi\fEduai signing as employer or plan sponsor

For Paperwork Reduction Act Notico, see the Instructions for Form 5500-SF.

Form 6500-SF {2024)
v. 240311



Form 5500-SF (2024) Page 2

8a Were all of the plan’s assets during the plan year invested in eligible assets? (S6e INSUCHONS.) ..o I Yes [] no
b Areyou claiming a waiver of the annual examination and report of an independent qualified public accountant (IQOPA) v N
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and CONMIIONS.} ... eessereseseeeenessenesresenaes Bl es D o

If you answered "“No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
G ifthe planis a defined benefit plan, is it covered under the PBGC insurance program {see ERISA secfion 4021)7 ...... D Yes D No D Not determined

H “Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . {See instructions.)
[ ‘Part!ll | Financial Information _

7 Plan Assets and Liabllities "1 (a) Beginning of Year (b) End of Year
a_Total plan assels ................ S 7a_ _1.434,369 1,771,887
b Tolal plan liabiiies 7b
C _Net plan assets (subtract fine 7b front NG 7a)..............ovcrecererenas.n. e 1,434,369 1,771,887

8 Income, Expenses, and Transfers for this Plan Year (a} Amount (b} Total
a Contributions received or receivable from: Sl

(1) EMPIOVEIS oo eeeeersreneesenenssssasesns 8a(1) _

(2) Participanls 8a(2) 126,967

{3) Others (including rOHOVErs) .......ooorvossrs e 8a(3) 47,199
B Oher INCOME (0S8).ovuuveveercecooeeeceeeeeoeessseeseeeeessseenoeeoeseeeesseoeens 8b _ 179,435 7 o ehi e e e e
C_Total income {add lines Ba(1), 8a(2), 8a(3), and 8b)..................... Bc oo 353,601
d Benefils paid (including direct rollovers and insurance premiums e L

to provide benefits). .. i rerreee s 8d
€ Certain deemed andfor corrective distributions (see instructions). e 2,961
f__Administrative service providers (salaries, fees, commissions)..... 8f 13,122
OB BXPENSES .....ccomeervnriitistreeeeeesseeaesnenevesessenescnesesseessseesan 8g il
h_Totat expenses (add lines 8, 8¢, 87, 80d BG) .........coocreevicvec | &n 16,083
i__Netincome (loss) (subtract line 8h from ling 8c).......................... 8i 337,518
j Transfers to (from) the plan (see instructions) 8 i

| PartIV | Plan Characteristics

9a |Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2J 2K 2F 23 3D

b {if ihe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characleristic Codes in the instructions:

| Part V. | compliance Questions
10 During the plan year: Yes | No Amount

& Was there a failure to transmit to the plan ahy participant contributions within the time period
described in 20 CFR 2610.3-1027 Continue to answer *Yes" for any prior year failures uniif fully

corrected. (See inslructions and DOL's Voluntary Fiductary Correction Program}........coeerieannnn. 10a X
b Were there any nonexempt transactions withy any party-in-interest? (Do not include transactions
reported 0N N 108.). 0. cceceeeeeeere st st s et et ervvieere e et beee e nes 10b X
€ Was the plan covered by a fidelity DONA? .......occcooorvvuereeeoececeeee e toc | X 120,000

d Did the plan have a loss, whether or not reimbursed by the plar’s fidelity bond, that was caused
DY 13U O QISHONBSIYT ..o eeeeeeeseeesssees e b s te e oo e e eeeeeeeees 10d X

€ Were any fees or commissions pald to any brokers, agents, or other persons by an insurance
carrfer, insurance service, or other organization that provides seme or all of the benefits under

1118 Plan? (S8 INSHUCTIONG. oo covvrrivsieieiceeeeceees e esesest et eeseeeees s st e e 108 X 789
f  Has the plan failed to provide any benefit when due under the PIAN? ot 10f X
g Did the plan have any participant Joans? {if “Yes,” enter amount as of year-end.) ......oeeerveeninns 1og | X 57,526
h i this is an individual account plan, was there a backout period? (See instructions and 29 GFR o R '

262010131 oot seeeec et ee e eoe oo 10h X

If 10h was answered "Yes,” check the box If you either provided the required notice or one of the
exceptions {o providing the notice applied under 28 CFR 2520.101-3 eeeeeeoeoovooooeeo oo 10|




Form 5500-SF {2024) Page 3- | l

Part VI | Pension Funding Compliance

11  Is this a defined benefit plan subject to minimum funding requirements? {if "Yes," see inslructions 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
O, i et b bRt faceerennn st seeacesaeetes st enrereneneaseentetasetarsessestss st et tararassesnsanesasstasit

a_Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500 line 40 ! t1a I

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) andfor 303(k}(4)? Check the applicable box:

D Yes.

[:] No. Reporting was waived under 28 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day afier the due date.

[] No. The 30-day period referenced in 28 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a conlribution equal to or
exceeding the unpaid minimum required conltribution by the 30th day after the due date.
No. Other. Provide explanation

12 Is this a defined contribution ptan subject lo the minimum funding requirements of section 412 of the Code or section 302 of
ERISAT oot s et ekt e e 121 s e et eeee et eee e ettt et ettt eee e D Yes No
(If “Yes,” complete line 12a or ines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave s
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 inslructions, and enter the date of the lelter ruling
QrAnting 1he WAIVET . oo csecnee s nseessecssstsaseeaemnseenns Month Day Year

If you completed line 1 2a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b _Enter the minimum required conlribution for this PRN YEAF (ooviriireeteercvesvse e vesecteasseten s st er s e v 12b

€ _Enter the amount contributed by the employer to the plan for this plan year ................ e | 12

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the resull (enter a minus sign to the left of a

. 12d
negative amount)

@ Wil the minimum funding amount reported on line 12d be met by the funding deatding?...........oovoveeecesieronroonnn, D Yes D No D N/A

PartV Pian Terminations and Transfers of Assets

13a Has a resolution to terminate the pan been adopted i ANY PIANYEAIZ w....vvveooeeeeeeeoeoeoeoeeoeoeoeoooeoeoeeoeeeeeeeooooeo D Yes @ No

a_If"Yes " enter the amount of any plan assets that reverted 10 the employer this YEar.............oov.oveeoveooveeevoo. 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes @ No
BOMITOL OF NG PBGOT iyt eeaeenecnecnennnenecsseasa s sesssessssssesssssseeeseseenss

G if, during this plan year, any assets or liabilities were transferred from this plan to another ptan{s), identify the plan{s) o
which assels or fiabilities were fransferred. (See instructions.)

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

| Part-VHll | IRS Compliance Questions

14a Does the plan satisfy the coverage and nendiscrimination 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 Ifthis is a Code section 401(K) plan, check all boxes that apply to indicate how the ptan is intended to salisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k){3) and 401(m)(2).

I)__(! Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

L] A

15  If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinlon Letler, enter the date of the Opinion Letter 06/30/2020
(MM/DD/YYYY) and the Opinion Lelter serial number Q703379%a




OMB Control number 1210-0040; Expiration Date 03/31/2026
SUMMARY ANNUAL REPORT FOR
JONESVILLE HEALTH CARE 401(K) PLAN

This is a summary of the annual report Form 5500 Annual Return/Report of Small Employee Benefit Plan of
Jonesville Health Care 401(k) Plan and Employer Identification Number 02-0697250/Plan Number 001 for the plan year
01/01/2024 through 12/31/2024. The Form 5500-SF annuai report has been filed with the Employee Benefits Security
Administration, as required under the Employee Retirement Income Security Act of 1974 (ERISA). Your plan is a single
employer, defined contribution plan with the following characteristics: profit sharing, code section 401(k) feature, code
section 401(m) arrangement, ERISA section 404(c), total participant-directed account, pre-approved pension.

Basic Financial Statement

Plan expenses were $16,083. These expenses included $13,122 in administrative expenses and $0 in benefits
paid to participants and beneficiaries, and $0 in other expenses. A total of 17 persons were participants in or beneficiaries
of the plan at the end of the plan year, although not all of these persons had yet earned the right to receive benefits.

The value of plan assets, after subtracting liabilities of the plan, was $1,771,887 as of the end of the plan year,
compared to $1,434,369 as of the beginning of the plan year. During the plan year the plan experienced a change in its
net assets of $337,518. This change includes unrealized appreciation or depreciation in the value of plan assets; that is,
the difference between the value of the plan's assets at the end of the year and the value of the assets at the beginning of
the year or the cost of assets acquired during the year. The plan had total income of $353,601, including employer
contributions of $0, employee coniributions of $126,967, other contributions/other income of $47,199 and earnings from
investments of $179,435.

Information Regarding Plan Assets

The U.S. Department of Labor's regulations require that an independent qualified public accountant audit the
plan’s financial statements unless certain conditions are met for the audit requirement to be waived. This plan met the
audit waiver conditions for the plan year beginning 01/01/2024 and therefore has not had an audit performed.

The plan’s assets were held in individual participant accounts with investments directed by participants and
beneficiaries and with account statements from regulated financial institutions furnished to the participant or beneficiary at
least annualily and loans to participants and other qualifying assets.

_ General information regarding the audit waiver conditions applicable to the plan can be found on the U.S.
Department of Labor Web site at hitps:/www.dol.gov/agenciesfebsa under the heading "Frequently Asked Questions.”

Your Rights to Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed
below are included in that report:

1. insurance information, including sales commissions paid by insurance carriers.

To obtain a copy of the full annual report, or any part thereof, write or call the office of Scott Gutowski, who is a
representative of the plan administrator, at 216 Olds St, Jonesville, Ml 49250 and phone number, 517-849-7100. The
charge to cover copying costs will be $5.00 for the fult annual report, or $0.25 per page for any part thereof.

You also have the right to receive from the plan administrator, on request and at no charge, a statement of the
assets and liabilities of the plan and accompanying notes, or a statement of income and expenses of the plan and
accompanying notes, or both. If you request a copy of the full annual report from the plan administrator, these two
statements and accompanying notes will be included as part of that report. The charge to cover copying costs given
above does not include a charge for the copying of these portions of the report because these portions are furnished
without charge.

You also have the legally protected right to examine the annual report at the main office of the plan: 216 Olds St,
Jonesville, Ml 49250, and at the U.S. Depariment of Labor in Washington, D.C., or to obtain a copy from the U.S.
Department of Labor upon payment of copying costs. Requests to the Department should be addressed to: Public
Disclosure Room, Room N-1513, Employee Benefits Security Administration, U.S. Department of Labhor, 200 Constitution
Avenue, N.W., Washington, D.C. 20210. The annual report is also available online at the Department of Labor website
www.efast.dol.gov.



