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
HOSPITALITY DESIGN, INC. PROFIT SHARING 401(K) PLAN (PN) > 001
1c Effective date of plan
01/01/2004
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) 20-3976587
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
HOSPITALITY DESIGN, INC. DBA ROBERT KING ASSOCIATES C Sponsor's telephone number

415-286-9579

2d Business code (see instructions)

1180 SAN CARLOS AVENUE, SUITE 346
SAN CARLOS, CA 94070 442299

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

3c Administrator’s telephone number

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

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

5a Total number of participants at the beginning of the plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 4
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
- T 5¢c(1) 4
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 3
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1)
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 RICHARD LEWIS
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
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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 319113 365637
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 319113 365637

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) 4800

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 4800

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 36950
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 46550
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 26
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 26
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 46524
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 2F 2G 2J 2K 2R 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 265000
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 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_ Q703912A




Short Form Annual Return/Report of Small Employee | M Noe. 1210.0110
Departant ' the T Benafit Plan ‘ -
Internal Rende Senice "This form Is required to be filed under sections 104 and 4085 of the Employee Retirement 2024
Deparinjont of Lubor Income Securlty Act of 1974 (ERISA), and sections 6067(b) and 6058(a) of the Internal |
Brnployas BanaftdBacudty Adinlstration Revénue Coda (the Code). j ThF!a t':lmT ‘35, Sfi";" to
i i - : ubljc Inspection
Ponsion Benel 1 W Corporslan » Gomplote all entries In accordance with the Instructions to the Form 6500-SF. || .:
[“Part! | Abnual Report [dentification Information
ear 2024 or fiscal plan year baginning 01/01/2024 and ending 197/31/2024
A This retu‘rn/port s for @ a single«employer plan [:] a.miitiple-employer plan (not fmultiemployer) (Pension: Plan filers chiecking this box
must attach Schedule MEP, Other plans must aftach 4 llst of participating employer

B This returnirgport Is

infarmation ir accardance with the form Instructions.)

D the final returnireport
D a shott plan year returnfreport (less than 12 months)

D the first returnfreport
D an-amended return/report

i

C Chack box ﬂll:ng: under: (%] Form 6558 [Jautomatic extension [ pFVG program
: D special extension (enter description) ' ;
D ifthe plan ' la collectlvely-bargalned plan, check hare .. pviyniseiannia b aeey ke fe e s d e e et rereren b |:]
E fthisis a're roaatively adojited plan permitted by SECURE At section 201 Gheok Nere.u.iv s b ﬂ
[Partll | asic Plan Information--enter all requested I Information

1@ Name of plan, 1b Three-digit-plan number ;;
Hospitlity Deaign, Ine, Profit Sharing 401 (k) Plan [GO) .2 T 001 f
‘ 1¢ Effective date of plan :
01/0172004 f
2a Plan sponor$ name (employer, If for a slngle employer plan) 2b Employer Identification Nimber (EIN)
Mailing adress (include room, apt., sulte no, and street, or P.O..Box) 20-3976587 !
Clty or town, state or province, country, and ZiP or foreign postal code (if forelgn, see indtructions) 2¢ Sponsor's éiephone urper
Hospitllity Design, Inc. dba Robert King Associates 415 -286-9579
5 jle | triictions
1180 shn Carlos Avenue, Suilte 346 2d Business cccja (see Inatryctions)
Sari Caplos CA 94070 442099 ‘
3a Plan admifistrator's name and address 'Sama as Plan Sporisor 3b Administrator's EIN
3¢ Administratpr's telephong nutiber
4 ifthe nanie andlor EIN of the plan sponsor or the plan riame has changed since the last returnfréport - | 4b EIN
filed for this plan, anter the plan sponsor’s name, EIN, the plan name and the plan numbar from the
tast refur(frepart. 4d PN
a Sponsor § name
¢ Plan Na
Ba Total nut" er of parﬂclpants at the baginning of the plan year. ... i renbse s A e ' Ba I
b Total nuf ber Of participants at the end of e plaryear. ... e en e e R 5b
(1) Numbep of participants with adcount balances as of the beglnnlng of the plan year (only defined 56(1) :
cont_rlbytion plans complete this fem) v mmsasmmm e sersevertaviTinneins Wi e v tsraniin 4
¢{2) Nurmbsgt of participants with aceount balances as of the end of the plan year (only defi ned 50(2) |
contrlby ‘tion plans complate this HeM) .viormmoimmi s e s Y il 1 3
d(1) Total nffmber of active participants at the DEGINNING OF 11E PIAN YEAM..curwwrvsercsvsssnsssssmsisin: §d{1) 3
d(2) Total njjmber of active participants at the end of the PIaN Year ... s » 5d(2) 3
€ Numberjof pfarnclpants who terminated employiient during the plan year with accrued beneﬂts that e §
were less than 100% vested...... 1 ! o
_Caution: A panalty. for the late or, incomglgte fillng of this retumlraport will be assessed “uiniess reasonabla cause ls gstablished. ;
“Under panalh s of perjury "and other penglties set-forth Th the Instructions, | declare that | have examined this refumnirepor, Ingluding, if appjicable, d Schadule

igned-tly dn enr%ﬁled acluary, as we!l as the electronic vergion of this returrifreport, and 1

the best of iy knowledge and

/‘ﬁ)/ 2 A / Richard Lewis _
Date _Enter name of Individual slgn”rlg as plan admin!sm@r
Date Enter name: of individual sig fhg as emplover or plan!sponsor

Form 5500:5F (2024)
v. 240311
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6a Wereall o tha plan 5-asséts during the plan year lnvesled Tiveligible assets? (See Instructlons Y. et atens

b Areyoud Imlng & waiver of the annual exaniination and repart of an independent quallﬂed public accountant (QPA)

¢

under 29 FR 2520.104-467 (See instructions on walver aligibility and conditions. ...
ered “No" to either line 6a or line 6b, the plan cannot use Form 5500-SF and must lnstaad use Form 5500

?s 4 defined benefit plan, Is It covered under the PBGC Insurance program (see ERISA séotion 4021)? ..,
sichecked, enter the My PAA donfirmation humber from the PBGC preimium filing for this plan year,

i

N

lf Weag" |

By R S T L S P L S TR PR TS VA P

T Yes; [ No
TR Yesfi D No

Di s []ne :INot_'detérmlned
-(See Instruictions.)

[Pariii | Financial Information

7 Plan Assels and Liabllitles {a) Beginning of Year {b) End df Year
A Total PIAnBSSELS ..vvve e s vy 319,113 365,637
b Total planﬁiabmﬂes, ...................
G Netplan sets (subtract line 71 from line 78).. ez _ 319,113 365,637
8 { {a) Amount ’
a :
ga(1) 4,800}
sa(2) 4,800 "
g 8a(3) ,
b O,ther INGOME (1058) 1o rvessrsesecsnssins S . 36,950} - e
¢ Total incolne (add lines 8a(1) 8a(2); ea(a). and Bb) wue | B i 46,550
d Benefits ghid! (lncludlng direct rallovers and insurarice premlums Sy
to provideneﬂ(s) e s |80
€ Ceitain dee med andfor ccrrectlve dlstrlbutlons (see Instructlons) 8o
f Admlnistrgtlve service providers (Salaries, fees, commissions)..... _ 8f
g Other ex;%%nsesf...i ...................... T ik
h 3 i 26
i 46,524
9a (if the pla pr’ovldes pension beneﬂm, enter the applicable pension feature cades from the |Ist of Plan Charagteristic Cod »s In the Instructions;
2B 21 26 27 2K 2R 3D
ifthe pla provldes welfare benefits, enter the applicable welfare feature cogles from the List of Plan Charaotenstlc codes in the Instruptions:
Yes | No Amount
10a X
b Weret re any nonexempt transactions with any party -{1s Interest? {Donot Include trangdctions
reportedion line 10a.).... rtvisesssssssseasbeosseitsio s vty sissssissrsronsi | 100 X :
~ € Was thdiplan covered by a ﬂdellty horid? ... R . s | d0e | ¥ 265,000
d Did the Ian have a Ioss, whether or not relmbursed by the plan s ﬂdelity bond that was caused ?
by fraudjor dishonesty? R ST B [17: | X
¢ Werea fees or commissions pald to any brokers. agents, or other persons by an Insurance
carrler, {hsurance service, or other organization that pravides some or all of the benefits urider
the plar? (See NBIUCHONS.) v... v e e sresensvsersrsrsssressnsscsess svecirsepiirens dues haeen s eryyeie Govmiiine | 10@
f Has the&JIan failed to provide any benefit when due under the PIBN? ..o | 10f X
g Did the:ple lan have any parﬂclpant loans? (If"Yes," enter amount as of year-end,) ... 10g X
h Ifthislsfan indlvidual account plan, was there a blackout perlod? (See Instructlons and 29 CFR o %
10k
i 1f 10h wis an3wered “Yes," check ther box If you elthar provided the required notice or one of the
exceptl $ 10 pmvldlng the notice applied under 29 CFR 2B820.40T-3 v s ivinwsio s vsvammion. 101
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Ion Funding Compliance i

11 Is this a de
{Form 550 )
helow, ...

ahd lings 11a and b below.) If this is a deflned conteibution perision plan, leave line 11 blank and complete fing:

e

ned henefll plan subject to minimum funding requlraments? (f"Yes," ses Instruetions and complete Schedule SB
12

] Yes [] No

a Enterthe f‘paldlminlmum required contributions for all years from Schedule SB (Form 8500) ine 40 ......wnivan | 4181

b PBGC mig 5
Been rnotifig

Sl T requlred by ERISA sections 4043(0)(6) and/ar 303(k)(4)? Check the applicable:box:

D Yeg.

[ No
wefe made by the-30th day after the due date.

D Noji Tha 30~day period referenced In 29 GFR 4043.26(c)(2) has not yet ended, and the sponsor intends to make a
exedlng the unpald minimum required contribution by the 30th day after the due date.

D

0

Répdrting wag walved under 29 CFR 4043,25(c)(2) because coniributions-equs! to or exceeding the unpald mlfimum requir

ed contribution reporting requirestents, If the plan Is covered by PBGC and the amount reporled on line. 114 Is greater than $0, hag PBGC

2d contribution

nirlbution equal to or

12 lsthlsadk "
ERIBA? v flcniiaeic

{9- VIS SN SR

ava

:\ Yes @ No

a |fawalver f the rainimum fundlr\g standard for a prior year Is belng amortized In'this plan year, ses instructions, and entaf' ithe date of he fetter ruling

Year

granting ihe ,

If you comptéted line 12a, complete Iinm 9, and 10 of Schedule MB (Form 8500), and skip to ling 13.
b Enter the inlmiim required contribution for this-plan year ., ety ereseseessis et | L2D: ’
¢ amount contributed by thé employer to the pian for thls plan year TR " 126 |
‘the amount In fine 12¢ from the amount In ling 12b. Erte the result (enter a minus sign to tha laft of a 19d :

[] Yos D No

N N/A

Yes

i No

13a

: plan assets distributed to participants: or beneﬁciarles transferred o another plan or brought under the

a
b ,
controlof e PRBGCY.., chut s pan s sy b VeSS A G a1 15V R s

Yes [}ﬂ N;o

¢ i, during Is plan year, any assets or liabliities were transferred fmm thts plan to another plan(s) Identity the plan(s) to
whigh asséls or llabllities ware transfeired. (See Instructions.)

13¢(1) Namk fof plan(s): 139(2) EIN(s)

150'(3) PN(S)

i

!

14a Does the fjlan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(3)(4) by combining this ;jlan with any

[ Part VIl | ES: Compliance Questions

the permissive aggregation rules? (] Yes [X] Ne

yther plans under

Sodle section 401(k) plan, check all boxes that apply to indicate how the plan Is Intended to satisfy the nondisor
Heferraly and employer matching contributions (as applicable) under Code sections 401 (k)(3) and 4071 (m)(2).

klgn based safe harbor method
Hor year" ADP test
rrent.year” ADP test

14b ifthisis a
employaed

‘;.3

[

mination requirements for

18  Ifthe plan ponsor Is ‘an adopter of a pre-approvad plan that ecelved a favorable IRS Opinlon Letter, enter the date of the
(MMIDDIY, YY) and the Opinion Lettar serlal number Q703

\

Oplnlon Lettdr 0673072020




