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
DOWNRIVER CLINIC PROFIT SHARING PLAN PN) D oot
1c Effective date of plan
01/01/2023
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) 80-0293588
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
DOWNRIVER CLINIC 2c Sponsor’s telephone number

734-675-0705

2d Business code (see instructions)

8944 MACOMB ST
GROSSE ILE TOWNSHIP, MI 48138 621111

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..............cccccoeueueveieveveeeeeeeeeeeeeeeeeeean 5a 15
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 15
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

- T 5¢c(1) 14
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) 14
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 11
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 2

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 LORI KHALED

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN Filed with authorized/valid electronic signature. 10/07/2025 LORI KHALED

HERE 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 42638 85302
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 42638 85302

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) 37628

(2) PartiCipants........cuoiuiiiiiiiiiiieiie e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 5036
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 42664
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 42664
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 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 50000
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)
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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).

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_ Q703995A,




OMB Nos. 1210-0110

Form 5500-SF Short Form Annual Return/Report of Small Employee 1910.8088

Department of the Treasury BenEﬁt Plan 2024

el Rovenue Seevice This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal This Form is Open to
Employee Benefits Security Administration Revenue Code (the Code). Public Inspection
Freneiciy, Biemiit Goastacty Coeporation » Complete all entries in accordance with the instructions to the Form 5500-SF. _ SE—
" 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: X| a single-employer plan 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 retum/report is ﬂ the first return/report the final return/report
E an amendead return/report a short plan year return/report (less than 12 months)
C Check box if filing under: X Form 5558 automatic extension DFVC program

C1E

special extension (enter description)

D if the plan is a collectively-bargained plan, check here ....................... B e S A VRSN

E If this is a retroactively adopted plan permiiied by SECURE Act section 201, checkhere ................. » ‘

Partll | Basic Plan Information——snter all requested information

| 1a Name of plan 1b Three-digit plan number
Downriver Clinic Prefit Sharing Plan (PN) » 001
1¢c Effective date of plan
01/01/2023
2a Plan sponsor's name (employer, if for 2 single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and streel, or P.O. Box) 830-0293588
City or town, state or province, countiy, ano £IF or joreign postal code (if foreign, see instructions) 2¢ Sponsor's telephone number

Downriver Clinic 734-675-0705

2d Business code (see instructions
8944 Macomb St ( )

s At e L AT 213K
Grosse Ile Tcocwnshir M] 48138 621111

3a Plan administrator's name and adaress E_E:ame as Plan Sponsor. 3b Administrator's EIN

3C Administrator's telephone number

4 If the name and/or EIN of the olan sponscr 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

S5a Total number of participants at the beginning of the plan Year.........cocoevvvcvereenn. — RS TES Sa 15

b Total number of participants at the end of the PIan YEar ..o, Sb 15
C(‘l) Numt_jer pf participants with accquni balances as of the beginning of the pian year (only defined 5(‘:(1)

contnbution plans complete this item)........... e 14

c(2) Number of participants with account balances as of the end of the plan year (only defined 5¢(2) : 4

contribution plans complete this item)........... — RS i A S A S AR s — =

d(1) Total number of active participanis at the beginning of the plan year. ................cccoveeiriccrieiece, 5d(1) 11

d(2) Total number of active participants at the end of the plan Year...................cooco oo, 5d(2) 2

€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 5

Wiara 1668 than 100% Yasled . .....oos s s ot S s B S TS

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

Under penalties of perjury and other penaities set forth in the instructions, | declare that | have examined this retum/report, including, if applicable, a Schedule
SB or Schedule MB compieted 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 com Iete
o Slgnature of plan admln:slratur Date Enter name of individual signing as plan administrator
)( Mounir Khaled, MD
| Signature of employer/pian sponsor Date Enter name of individual signing as employer or plan sponsor
an Papemnrlt Reduction Act Notice, se« 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. )........ccoceeinnrnienen. X| Yes No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IGPA} 3 Yes e
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)... i e R
If you answered “No” to either line 6a or line 6b, the plan cannot use Form SSHB-SF and must instead use Furm 5500
C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ......| | Yes No Not determined
If “Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)
Part Il | Financial Information ] ) _ _
7 Plan Assets and Liabilities _ (a) Beginning of Year | (b) End of Year
@ Totalplanassets............... T 7a_ | 42, 5334 ) 85,302
D Total plan Hablties............uucuiiiiiieiearmsronsrsessra s ensseonransarens | _7b |
C Net plan assets (subtract line 7b fromline 7a)............cccoooeeeei . | T7¢ 12,63 8___ - 83,302
8 Income, Expenses, and Transfers for this Plan Year I (a) Amount (b) Total
i d Contributions received or ra:..em;izl; from: ! S5 Eoig : % e s
ERMDIONOIS &.coiiiiin covcsi i i i e el Sk siaeaies st et siiscomeosivas ] (BOLYY. | =y e e e
(2) Participants........ ... .| Ba(2) ' | e
(3) Others (including rollovers).............uunsiuusisosisissen sz, | 8a(3) T
__ b Otherincome (10SS) .. ... o 8b
C Total income (add lines 8a(1) 8a(2), 6a(3), and 8D)...................... . 8¢
d Benefits paid (including direct rollovers and insurance premiums .
_____To provide benefits)........uu s i | 8d
€ Certain deemed and/or corrective distributions (see instructions). | 8e |
f Administrative service providers (salaries. fees, commissions).... ' 3f |
G Other eXpenses.. ... oo i 8 [
h Total expenses (add lines 3d, ce, 9%, and 8g)........ sy funesi gy entriin; ~_&h | Sigi e
Net income (loss) (subtract line 8h from line 8c). .......................... 8i
| j Transfers to (from) the plan (see iﬂﬁﬂﬂdlﬂf_} ............................... 8i

| _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 2F 2G 3D

b |If the plan provides weifare tenel' s, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

PartV | Compliance Questions
10  During the plan yezr: Yes m Amount

a Was there a failure to transmiil lo the 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
corrected. (See instructions and DOLU's Voluntary Fiduciary Correctior: Program) ......................... 10a X
D Were there any nonexemp! transactions with any party-in-interest? (Do not include transactions
PEDOITOML ON- B YD )i nismrivsusininoinsnivarisasimmnis e simsssisas os S ahs S i s wa Ao b dms S o sS e A R 10b &
C Was the plan covered by a fidelity DONAT ... ee et e e s sreesasraanas s anes S 10c - 50,000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused
| By It OF QIBRORBSIYY .. i iinnia it iiarmakiaesas Shiaevassais siavieTizs diiars s R e 10d X
| € Were any fees or cornmissions paid to any brokers, agents, or other persens by an insurance
carrier, insurance service, or other urganin.tlnn that provides some or all of the benefits under 5
| the plan? (See instructions.}.. ................ e e e e R sinsat i AR T eeeeen | 10@
f Has the plan failed to provide any benefit when due under the plan? ........... SRR S 10f -
g Did the plan have any participant loans? (if “Yes," enter amount as of vear-end.) _.................... 10g -
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.) oo ... .. . T 10h X
| If 10h was answered “Yes,' cneck the box if you either provided the required notice or one of the AT e
exceptions to providing the notice applied under 29 CFR 2620.101-3 ... ..iiiicciieveeee. | 100 e i




Form 5500-SF (2024) Page 3-

Pension Funding Compliance

11 s this a defined benefit plan subject to minimurm funding requirements? (if "Yes," see instructions and mmplate Schedule SB

(Form 5500) and lines 112 and b below ) If this is a defined contribution pension plan, leave line 11 blank and complete line 12
below. ..

a Enterthe uneaid minimum required contributions for all years from Schedule SB (Form 5500) line B0 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) and/or 303(k){4)? Check the applicable box:

Yes.

Yes |X| No

& e . TR A
W i

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.

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
exceeding the unpaid minimum required contribution by the 30th day after the due date.
No. Other. Provide explanation

12 Is this a defined contribution plan subiect to the minimum funding requirements of section 412 of the Code or section 302 of

ERISA? .. o Yes [X| No
(If "Yes," cnmplete I|ne 1—-*;:1 or Jnea uh 1.-.c 1 Jd and 12& helﬂw as applmanle } If thts s a deﬁned beneﬁ! pensmn p!an ieave —
line 12 blank and compiete iire 11 above.
a |If a waiver of the minimum funding standard for a prit:}r year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
ANt e WBIVEE. ..o isssnsnreiiss: sz ... Month Day Year
If you completed line 12a, cump!ete lines 3, 9, and 10 nf Scheduie MB {Fnrm 5500}, and skip to Iina 13.
b Enter the minimum required contribution fur NISPIANVEAN . oo e _T 12b
C Enter the amount contributed by the employer to the pian for this plan year . iRl aia ||
d Subtract the amount in line 12 from the amount in line 12b. Enter the result (FﬂtEl’ a minus sign to the left of a 12d
negative amount) ... A e S S A AR 4 e g VA S N e S R A A Y A R4 U s A AR A .
Yes No N/A
133 Hasaresolu’ﬂnntotennsnate the plan been jdncsted in any plan year? . Yes Xl No
a If "Yes,” enter the amount of any plan assets that reverted to the employer this year..............coiiinnne, 13a
D Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the
Yes (X No
control of the PBGC?7....... .. .. . e T
C |If, during this plan year, any assets or iiabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilitizs were iransfer2d [Se: instructions.)
13¢(1) Name of plan(s). - 13¢(2) EIN(s) 13¢c(3) PN(s)

e g, S - - ol g - - e e R S O — -

IRS Com[gzlanue Questions

‘143 Dnes the plan satisfy tnhe coverage ar \d nonciscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggreqgation rules? 7| Yes [ | No

14b If this is a Code section 401(k) plan, char“b: ali buxes that app!y to Iﬂdiﬂat—‘* 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 harpor method

“Prior year™ ADP tes!

“Current year” ADP test
X N/A

T W - il -

185 If the plan sponsor is an adopter of 2 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 Opinicn Lefter serial number_\ 1039Y%5a |

= il ——




