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
LAKESHORE FAMILY & COSMETIC DENTISTRY PC 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2006
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) 20-3163690
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
LAKESHORE FAMILY & COSMETIC DENTISTRY PC C Sponsor's telephone number

585-394-5800

2d Business code (see instructions)

3200 WEST STREET
CANANDAIGUA, NY 14424 621210

3a Plan administrator’'s name and address ]g Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

4  If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 19
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 19
¢(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) 18
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 12
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. 10/07/2025 SANDRO POPELKA, DDS
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 3287303 3840758
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 3287303 3840758

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) 114981

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 90877

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 2930
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 396541
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 605329
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 51874
€ 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 51874
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 553455
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 2G 2J 2K 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 380000
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
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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 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_ Q703344A




Form 5500-8F

Cepanment of the Treastry
irdarnal Reveniia Sarvie

Benefit Plan

Oepartment of Latur
Etnployee Shnafts Saauity Adminisration

Pension Bateit Guanshty Corponattdn

Revenue Code (the Code).

Short Form Annual Return/Report of Small Employee

Thig form s required o ba filed Under sections 104 and 4065 of the Employes Retirmeant
Income Security Act of 1974 (ERISA), and zections GOS7(b) and 8058(a} of the Intems!

b Complete all wniries tn accordance with the instructions to the Form 5500.5F.

OMB Nas. 1210-6410
12400083

2024

Thiz Forrn is Open to
Publlc inspeciion

HiPE 1T Annual Report Identification informatian

For caiendar plan year 2024 or fiscal plan year beginring 01/01/:£024

and ending

12/31/2024

A This retumireport is for: @ a sinple-amployer plan

D a multiple-employer plan {not muitissiployer) (Pension Plan fiers chacking thie hox
must attach Schedule MEP. Other plans must atisch a st of

infarmation ih aceordance with the form instructions. )

D the first returkireport
D an amended retum/repon

B This retumyraport is []the finat retumyraport

C Gheck box if filing tndar; Form 5588

D spacial extension {arter description)

D automatic extension

O tf the plan is a collactively-bargained pian, check here ..
E |fihisisa retroackively adopted plan permitled by SECURE Act section 201, check hars

[| & shart plan year return/report (less than 12 months)

[] pPVE program

o 0
» 11

paﬂicspatlng wployar

LBl #1i] Basic Plan Information—enter o requested Information

1a Nsme of plan 1b Threedigit plan number
LAKESHORE FAMILY & COSMETIC DENTISTRY 2C 401 (K) EROFIT PNy ¥ 001
SHARING FLANM 1c Effactive date of [slzn
i GL/01/20086
24 Plan sponsers name (employver, if for 3 single-smployer plan) 2b Empioyer Identification Number {(EfN}

Msiling addreaa (include room, apt., suite no. and street, or P.Q. Box}
City of town, state or provines, country, and 211 or foreign posts| code {if forelgn, sea mstrur:iions}
LAFKESHORE FAMILY & COSMETIC DENTISTRY FC

3200 WEST STREET

CANANDAIZUA NY 14424

20-3163630

e

Sponzor's telephune number
585-324-5800

-2

33 Plan adminisirator's name and address |3 Same as Plan Sponsor.

Business code {5ee instructions)

621210

3b

Administrator's EIM

3

Administrator's telephona number

4 {the name and/or EIN of the plan spotadr of the plan naine has changed since the Joaf rediirnraport
filedt for this plan, enter the plan sporsor's name, EiN, the pian name and the plan nutmber from the
Inst returnfreport.

8 Sponhsor's harne
C Plan Mams

4b

Eii

A

PN

Ba Total number of participants at the beginning of the plan year ...
b Tatst number of participants at the end of the plan yoar_., ettt e

C(1)} Number of participants with account balaness as of the begmmng of the plan yaar (only deﬂnacﬁ

confribution plans complete this itam) .
€(2) Mumber of partieipants with account balances as of the end ofthe r::iﬂrs year (only dm"nad
contiibution plans comMPlete this BEM) ...\ s et oo T,
d{1) Tetal number of active particlpants at the beginning of the plan year.,.

d(2) Total number of activa participants at the end of the plan yes .. - .
@ Number of parficipanis who termineted employment dunng the pian year with accrued beneﬁts that
were less than 100% vested. .

Sa 19
8h 15
5¢(2) 18
5d(1) 12
5d(2) 3
Se 0

Caution: A penaity for the Iate or im‘:om_pleto flllnw:f jﬁi’s returniveport will be assessed unless reasonable cause It establishad.

Under p«anameﬁ of pedu yandbther p

pfalties set f he insiructions, | declzre that | have axaminad this returefreport, |ncluding if appiicable, a Schedule
‘ Iy d actisry, e well as the elecironic version of this retiimireport, and to the bast of my knowledge and

N ,f/f,m,/

1‘0/7 /ZDZS'S‘ANDRD POPELKZ, DDS
! !

Date

!iﬂ;! | :;3'?

Enter name of individual sighing a3 plan administrator

Daie

Enter name of Individual signing as emplever or plan sponsor

For Pﬂparwurk Rﬂductlan Agt Notice, aee the Instructions for Form 5500-5F,

Form 650055 (2074)
. 240511




Form 3500-5F (2024) Page 2

6a were alf of the plan’s assels during the plan year invested in aligible ascets? {See MEIUCHONS. ) oo @ Yes D No
It Are you elsiming 8 waiver of the annual exsmination and report of an Indspendent qualified public accountant (IaPA)
undar 28 CFR 2520.104-167 (See instrustions on waiver eligibility and conditions.)............ e Yoy D No

If you angwered “No* to sither line 6a or ling &b, tha plan cannot use Eorm BS00-SE and must instead use Form 5500,
£ [fthe planis a defined benefit plan, it it covered undat the PBGC insuranee program {see ERISA section 40724 - D Yau |:| Mo D Not determined
If “Yes" in checked, enter the My PAA eenfimation number frorn the PRGC pregmiun filing for this plan year - {Bea instructions. )

ri ] Financial Information
7 Plan Assets and Liabilities

j {2) Beginning of Year {b} End of Year

73 3,287,303 3,840,758

@ Total planassets,...._ ... .
b Total plan labilities........... ... s e e 7h
€ Met plan asssts {subirach line 7 fom ne 78] v T 3,287,303 3,840,758
8  Income, Experses, and Transfers far this Plan Year i i {a) Amount
a Contributions received or receivable from:
) Employers o e | 82(1) 114,931
{3) PaCiBants:. o s | B8(2) 90,877
{3) Others (including rolloversy. .o | 8a0T) 2,930

b Other incoma {loss) 396, 541}
Total incorne (sdd fines 8af1), Ba2), 8a(3), and Bb)........ccoo.oovvo..

c
d Benefits paid (including direct rollavers and insurance premiums

605, 329

el Sl L1 1 P Bd 21,874
£ Cartain deemed andfor corrective dlstibutions (see insfrctions) . Be
f _Administrative sarvice providers (salaries, fees, commissions)... . 8
Y Ol expenses. e 3 AR
h_Tatal experses (add lices 34, Be. B, and §QL~ T L R i{;;' 31,874
i Netincome floss) (sublract line 8h from e 8} | 81 [id] ] 553, 435
i Transfers to (from) the plan (see instructions) 8 i '.xai%:"igﬁi_‘;‘&%{i‘c i

i1 Plan Characteristics
9a |lithe plar provides penslon benefits, etiter the applicatle pension fuature podes from the List of Plan Charactetlstic Cades in fhe instnictions:
ZE Z2G 2T 2K 3D

b Jifthe plan provides weifare benefits, enter the applicable welfare feature codes from the List of Plan Charactaristic Codes in the instructions:

i Ml Compliance Questions
10 During the plan year Yoz | Na Ammount

2 Was there o failure to transmmit to the plan any participant conributions within the time period
described In 28 CFR 2510.3-1027 Continus i answer “Yas" for any priar year fallires ontil fully

carrected. {Ses instructions and DOL's Voluttary Fiduciary Correction PIOgeam) ..., 104 £
b Ware there any nopexempt ratsactons with ehy panty-in-irterest? (Do nol include ransactions

s R 10p £
€ Was the plan covered by 3 idelity BONG? e foe | X 380, c00
d Did the plan have a loss, whether of net reimbursed by the plan’s fidelity bond, that was caused

by fraud ar GIShopasly? oo 10d £
€ ‘Were any fees or commissions paid to any brokers, AYENIs, or other perzens by an insurances

camier, insurance service, or other organization that provides some of afl of the henafits under

the plan? (Ses instrustons.) oo 10a X

Mas the plan failed t provide any benefit when due under the PIBR? ..o 10F
& Did the pian have sny participant inans? (If “Yea,” enter amount &g of year-end.} .., 10

Bt i this is an inglvidual account plan, was there a blackowt period? (2ee instiuctiohs and 29 CFR
i 1710h was answerad *Yas," theck the box If you either provided the required potics or one of the
exceplions o providing the notice applied under 29 CFR 25201003 0o 10

10h X

ey




Feim 5500-8F (2024) ‘ Page 3-

Fension Fundiilg_cnmpliance

AR (E

11 s this a defined benefit plan aubject to minimum funding requirements? {if "Yes,” ses Instructions and complete Schedule S8
(Fearm 5500) and lines 11a and b baiow.) I this Is a defined tortribution pension plan, leave line 11 blank and complste fine 12 D Ve @ Ne
below '
8  Enter the wnpald minimum requined contributions foé 21 years frorn Schedule SB (Farm 55003 line 40 ... I 118 I

b PBGC missed contiibution reporting requirements. If the plan iz cavered by PBGC and the amount reported on ne 11a is greater than 50, has PRGC
been notified 5 required by ERISA sacfions A04:3(c)(5) and/or 303(kH4)? Check the applicable box;

Yed,

D Mo, Reporting was waived under 29 CFR A4043.25{c)2} becauze cotributions aqual to or exceading the unpaid minifum required contribution
were made by the 30th day after the due date.

D No. The 30-day perlod referenced in 29 GFR 4043.25(c)(2) has not yet anded. atid the sponstr infends to make a contribution equal w© or
excusding the unpald minimum sequired contribution by the 30th day after the due date.

[] No. Other. Provide explanation

12 15 this 2 defined contiibution plan subject o the minimum funding requiremeanis of setion 442 of the Code or section 502 of
ERISAT D Yes ‘ No
(If "Yez," complete fine 12a or lines 12, 12e, 12d, and 12a below, as applicable.) if thi= s a definad henefit penzion plan, lagve
lire 12 Blank and complets line 11 ahove.

8 if a waiver of the minimum funding standard for 3 priet year ia being amortized in tis plan year, ses insfructions, and enter the date of the latier ruling
geanting the waiver. ... i u : ..o MORER Day Year

If yeu eompleted line 12a, complete lines 3, 9, and 10 of Schaduie MB {Form 55003, and skip %o line 13,
b Enter the minmum requirsd corviribution far this L2 S 12b
C_Enter the amount contributed by the employer to tha pisn for this planyear ... | 12e

o Subtract the smount in fine 12¢ from the amount in line 125 Enter the tesult {enfer & minus sign to the left af 12d
L R

& Will the minimurmn funding amount reported on line 124 be met by the funding deadfne? ..o U Yes D No D NiA,

1| Pian Terminations and Transfers of Assots

132 Has a resciution to terminate the PN een Sdoplan in any DI YESI? .e...c....ccccoussvoeeeeo oo D Yes ' Mo
A If"Yes," anter the amount of any plan assets that reverfed ta the employer this year 13a
B Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, ar brought under the D Yes @ No
control of the PEGCT? i - e, ..

C I, during this plan year, any aasels or hiabiities were transferred from this pran 1 another plands), identify the plan{s} to
which sissets or Habilities were fransfered. (Sea instructions,

13e{1} Name of plan{s): 136(2) EIN{z) 1363 FN{s} .

“art VL IRS Compliance Questions

14a ooes the plan satisfy ths coverage and nondissimination tests of Coda sactions 410(h) and 401(a)(4) by mombining this plan with any other plans under
the permissive aggregation rules? [ Yes [%] No '
14b if this is & Code section 4071¢k) plan, check all boxes that apply to indicate how the plan s Intended to satialy the pondiscrimination requirements for
employee deferrals and smpioyer matching eontributions {23 applicable) under Code sections 401 (K)(B) and 201{m){2}.
Dazign-hased safe harbor method

[ “Prior yeae® ADP tost
[ “Curent year ADE test

[ e

15 ifthe plan sporsor is an adopter of a pra-approved plan that received a favorable IRS Opinion Letter, enter the date of the Cpinton Letier 06/30/2020
{MM/DD/YYYY) and $he Opinion Letter serigl numberQ703344a




