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
KING CHIROPRACTIC RETIREMENT PLAN PN) D 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) 52-2210480
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
KING CHIROPRACTIC INSTITUTE 2c Sponsor's telephone number

301-874-9002

2d Business code (see instructions)
3280 URBANA PIKE
SUITE 206 621310
IJAMSVILLE, MD 21754

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 ..............c.o.covevoceeoeeeeeeeeeeeeeeee 5a 22
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 23
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 22
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) 23
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) 11
€ 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. 10/03/2025 LINDA REED

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

SIGN Filed with authorized/valid electronic signature. 10/03/2025 LINDA REED

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
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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 3211100 3589422
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 3211100 3589422

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) 30720

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 120404

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 101007
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 152295
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 404426
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 7000
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 19104
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 26104
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 378322
j Transfers to (from) the plan (see instructions) 8j 0

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 23 2K 2T 3D 3H
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 350000
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 13738
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 07 / 20/ 2023

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703101A,




10032025 32948 FaX 3018635417 king CHIROPRACTIC FO002/ 0006

Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nos. :g:m;g
Dupunmnnluﬂ.hn'l‘mas_ury BEHeﬁt P'an
oL Revarus Sarice This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
" - - Income Security Act of 1974 (ERISA), and section 6057 (b) and 6058(a) of the Intermal _ _
Emplayan Bu:u::murﬂnt;l-:dbr:muhuun Revenue Code (the Code). This Form is Opan to

Public Inspection

Farnélon Sanah Guaranty Comoratin » Complete all entriea in accordance with tha Inztructlons to the Foarm 5500-5F.

iPartili] Annual Report Identification Information

For calandar plan year 2024 or fizcal plan ysar baginhing 01/01/2024 and ending 12/31/2024

A This retum/report is far: E a single-amployar plan |:| a multiple-emplayer plan (not multiemployar) (Penston plan fllars chacking this box
must attach Schedule MEP. Other plans must attach a llst of partlcipating amplayer
information in accordance with the form instructions.)

B Thiz retum/report ls: D the first retum/report D the final retum/report
I:I an amanded returnfreport D a short plan year return/report {less than 12 meonths)

G Cheek box If filing under: Form 5558 [] automatic extension [] pFve program
spaclal extansion (enter description)
D Kftheplanisa collactivaly-bargained plan, check hera >
E |f this is a retroactively adopted plan permitted by SECURE Act section 201, check here IR
IDAFII i Plan Information —-- _requested information
18 Name of plan 1b Three-digit plan rumber
King Chiropractic Retirement Plan (PN} > ool
1¢ Effactive date of plan
01/01/2006
2a Plan sponsors neme (employar, if for a single-employer plan) 2b Employar [dentification N
! . urnber
Mailing Address {include room, apt., sulta ne. and street, or P.0. Box) (EII\‘:) Y E3=231 0480
City or town, state or province, country, and ZIP or foreign postal code (if fareign, see instructions)
King Chiropractiec Institute 2¢ Sponsor's telephone number

(301} 874-%002

2¢ Business code (ses instructions)

3280 Urbana Pike
Suite 206 621310
U3 Ijamaville Mb 21784
3a Plan administrator's name and address  [X] Sama as Plan Sponsor 3b Administrator's EIN

3c Adminlstrator's telephone number

4  Ifthe name and/ar EIN of the plan spensor or the plan name has changed since the last return/repaort filad
far thig plan, enter the plan sponsorg rame, EIN, the plan name and t}'-ge plan number from the Iagt 4b EIN
retum/report.
a Sponsor's nama 4d PN

G Plan Name

5a Total number of participants at the beglnhing of the plan year Sa 22
b Total number of partlcipants st the end of the plan year sh 23
c(1) Number of participants with account balances as of the beginning of tha plan year (only defined

cortribution plans complete this ltem) 50-(1) 22
€(2} Number of parttcipants with account balances as of the end of the plan yaar (only definad 5e(2

eontribution plans complate 1his item) c{2) 23
(1) Total number of aetive participants at tha baglnning of the plan year 5d(1) 11
d(2} Total number of active participants at the and of the plan year 5d(2) 11

Number of participants whe terminated employmant during the plan year with acerued benafits that

were loss than 100% vested Se 0
Caution; A penalty for tha late or incomplete filing of this return/report will be assessed unless reasonable cause iz establizhed.
Under penalties of pajury and other panaltles s&t farth in the Instructlans, | declare that | have examined thia returmn/repert, Ingluding, if applicable, & Schedule
S8 or Schedula MB completed and signed by an enrolled actusry, a5 well as the alactronle veralan of Ihis relumnfrepart, and to the best of my knowledge and
baliaf, it iz trua, carpact, and complete.
bk
SO ey O pJ325 | Liwvee Reed

Eil'Signaiire of plan adminiztrator: Date’ ;Enter nana of individual signing as plan'administrator;

il e = T e T s - m——— e

e Blgnature.of employaifplan spongsor ‘Date; |Enter.name of individiial slgrilng as efnploysr or.plan sponsor:
For Paparwork Reduction Act Notlca, see the instructions for Eorm 5500-2F. Form $500-5F (2024}
v. 240371
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6a

b Are you clalming a walver of the annual examination and report of an [ndependent quaiifiad public accountant (IQPA)

Wara all of the plan's assefs during tha plan year invested in eligible assets? (See instructions.)

EY&S E[No

undar 29 CFR 2520,104-467 (See instructlons on walver allgibllity and conditions.)

EYES DNO

If you answered "No” to either [ine 6a or lina 8b, the plan cannot use Form 5500-SF and must instead use Form 5500.

€ Ifthe plan Is a dsflned benefit plan, is it covered undar tha PBGC Insuranca program (zee ERISA section 4021)7 [COves [IMo [INot determined
If "Yes" iz checked. enter the My PAA confirnation number from the PEGS pramium filing for this yesr . {See instructions.)
ST
[iPan illlu Financlal Informatlot
7 Plan Assets and Liabilitiog (a) Baginning of Year (b) End of Year
a _ Total plan asseis 3,211,100 3,589,422
B Total plan liabilitics 0 0
C  Net plan assets (subtract line 70 from lINE 72) s 3,211,100 3,589,422
8  Income, Expensas, and Transfers for this Plan Yaar (a) Amount (b) Total
a Contributions received or receivable from: ]
(1) Employers #af1) 30,720
{2) Parlicipants Ha{2) 120,404
{3) Others (including rellovers) 8a{d) 101,007
b Other income (loss) 8h 152 245
C Tolal Income (add lines Ba(1), 8a(2), 8a(3), and 88) messsenarnen| B [Lifiins
d Benefita paid (including diract rellovers and insurance premiums f!{:‘:‘;rwzw%' ;
1o providse banafits) 8d i M".ﬁifi,u
& Cenaln deemed and/or corective distibutions {see instructions) ..] 8e i
f  Administrative service providers (salarias, foes, COmmIssions) .. ar
81 Other expenses Bn 2
h_ Total expenses (add lines 8d, 8e, 8f, 8nd 8g)  .ummecuscesmsssssessersssnsens] B 26 ‘ 104
i__Net Incoma (loss) (sublract ling 8h from lIng B8)  ssmssssssssssseseeseee 8l i 378,322
| Transfers to (from) the plan (566 iNSUGHONS)  eeeccoeemsemmeeereecee| B 0 | e

P4V Plan Characteristics

9a

If the plan provides pension benefits, antar the applicable pension feature cades fram the List of Plan Characteristic Codes in the instructions:

Z2pn ZE 2F 26 2J 2K 2T Ap 3H

b

If the plan provides welfare benefits, enter the applicable welfara fealure codes from the List of Plan Characteristic Gades in the instructions:

| TBaAN | Compliance Questions

Durlng tha plan year Yas |No Amont
. @ Was there a fallura to transmit to the plan any paicipant contributions within the time period
desciibed in 29 CFR 2510.3-1027 Continue to answar “Yes" for any prior year failures untl fully
corractad. (See instructions and DOL's Voluntary Fiduclary Correctlon Program) s | 108 X
b Were there any nonexem Pt transactions with any party-in-interest? (Do not include transactions
reported on line 10a.) 10b X
€ Was the plan coveraed by a fidality bond? 10¢ | X 350,000
d  Did the plan have a loss, whether or not reimbursad by the plan's fidelity bond, that was caused
by fraud or dishoneaty? 10d X
€ Ware any fees or commissions peid to any brokers, agents, ar other persons by an Insurance
carrler, insuranse service, or other organlzation thet provides some or all of the benefits under
tha plan¥ (See instructions.) 1be | X 13,738
f Has the plan falled to provide any benefit whan due under the plan? 10F X
g Did tha plan have any paricipant loans? (If "Yes," anter amount as of year and.) b T 1049
h ifthis ls an individual account plan, was there a blackout period? (See Instructions and 29 CFR
2520.101-3.) 10h X
i IF10h was answerad "Yes," check the box if you efther provided tha requited notice or one of the
exceptions to providing the notles applied under 29 CFR 2520.101-3 1




10032025 B:3048M  FAX  3018B35417 king CHIROPRACTIC

Form 5500-SF 2024 Page 3 - | |

Foo0d /0006

| sy

BT . -
{Eantaﬂlﬁﬁs_‘}?gl Pension Funding Compllance

1 s this a defined benefit plan subject to minimum funding requirements? (If *Yes," see instructions and complete Schedule
BB (Form 5500) and lines 11a and b below.) If this is a defined contrlbution panslon plan, leava line 11 blank and eomplats
line 12 baluw .

. Enter the unpald minimurn raquired

b i b b N S N N ANE S AN AR maamaREEssssREARE nam

cantributions for all years from Schadule SB {(Form 5500} ling 40

[C] Yes [J Mo

b PBGC mizsad contribution reporting requirements. If the plan s covered by PEGC and the amount raportad an line 11a Ia greater than $0,

has PBGC been notifled as reguired by ERISA sections 4043(c)b) and/or 303(k)(4)? Chack the applicable box:

1 ves.

] Mo. Reporting was waived under 28 CFR 4043,.25(c)(2) because contributions equal to ar exceeding the unpaid minimum required contribution

were made by the 30th day afier the dus date.

[ No. The 30-day perlod referenced in 28 CFR 4043.25(c)(2) has nat yet ancded, and the sponsor intends to make a contribution equal to or

exceeding the unpald minimum redquined contribution by the 20th day after the due data.

] No. other. Pravide axplanation

12 1s this a defined contribution plan subject to the minimurm funding requirements of section 412 of the Code or seciion 302 of
ERISA?

(If "Yes," completa line 12a or lines 12b, 12e, 124, and 12e below, as applicabla.} If this Is a defined banafit pansion plan,
leave line 12 blank and complete line 11 above,

I Yes [E] Mo

a Il a waiver of the minimum fundling standard for a prior year is belng amortizad in this plan year, see instructions, and enter the date of the letter

ruling granting the waiver Manith Day Yaar
If you completed line 123 complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to lina 13,
b Enter the minimum required contribution for this plan year 12h
C Enter tha amount contributed by the emplayer to the plan for the plan year 12¢
d  Subtract the amount in line 12c from the amaunt In line 12b. Enter the result {entar a minus slgh ta the |aft 124
of & negative amount) .......... —
@ Will the minimum funding amount reported on ling 124 ke met by the funding deadl|na? [0 vYes[] No [ N
T
I%-Eant-m\lllﬁﬁl Plan Terminations and Transfers of Assgets
138 Has @ resolution to tarminate the plan been adaptad In any plan year? [] ves [X] Ne
If*Yas " anter the amount of any plan assets that reverted to the empleyer this year 13a
b Were all the plan assets distributed to participants or beneficiaries, transfervad 1o another plan, or brought under [ Yes [E] No
the control of the PREGC? T T

€ If, during this plan year, any assats or fiabiliies were transfarrad from thiz plan to another plan(s), identify the plan(s) to
which agsets or liabillites were transferred. (See instrustions.)

13e(1) Name of plan(s): 13¢{2) EIN(s) 13e(3) PN{z)
FBARMILE] IRS Compliance Questions

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

under the permigsive aggregation rules?  [7] Yes [X] No

14b If this iz a Code aection 401{k) plan, check all boxes that apply to indicate how the plan is intanded to satisfy the nendiscrimination requirements

far employaa daferrals and employer mateching contributions (as applicable) under Code sections 401 (k)(3} and 401(m){2).
E Design-basad safe harber mathod
"Prior year ADP test
EI "Curment year' ADP tegt

[ nea

16  Ifthe plan sponsor is an adopter of & pre-approved plan that received a favarabls IRS Opinion Latter, antar the date of the Opinion Latter

07/20/ 2023 (MMIDD/YYYY) and the Oplnlon Letter serial number Qro3lola .




