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
SOUTHERN PHARMACY SERVICES, LLC PENSION PN) D 002
1c Effective date of plan
01/01/2014
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) 26-3842872
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
SOUTHERN PHARMACY SERVICES, LLC C Sponsor's telephone number

337-247-3126

2d Business code (see instructions)

704 N PARKERSON AVE
CROWLEY, LA 70526 446110

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 3
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 5¢(1)
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
Der « C0 5¢(2)
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. 10/08/2025 BRANDY FREED
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 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 142425 156809
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 142425 156809

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

(1) EMPIOYETS ...t e e 8a(1)

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

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 14384
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 14384
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 14384
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:
1A 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? ... 10¢ X
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

2520.10T-3.) 1.ttt 10h

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 Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 | 11a | 0

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
D 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
B RIS A 7 ettt ettt ettt e e teeeeeateeeeaateeeateeeeastteeeaateeeaateteeannteeeanteeeaseeeeannteeeateeeaasaeeeeanteeeataeeeanteeeeanreeeareeeennneeas 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 ..............ccoiioioeoeeeeeeeeeeeeeeeeeeeee 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 D Yes D No D N/A

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @any Plan YEar? ..............ccccoeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeen e D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year...............cccccocooiniiiiiiii. 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
[l lal 1o e TN d = T O T T T T T P TP P T TP TP PPPPTPPPPPPPPR

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): 13c¢(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 03/30/ 2018
(MM/DD/YYYY) and the Opinion Letter serial number_ J501723A




SCHEDULE SB Single-Employer Defined Benefit Plan OB No. 1210-0719
(Form 5500) Actuarial Information 2024

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee
Department of Labor i i i . . R
Employee Benefits Security Administration Retirsment |ncomelr?tZ(;rL:;IIt}ég\C;tegL;Qggdgfgl!zp(\%:dn:)'sectlon 6059 of the This Forrlrrl‘llsspg(ftie:nto Public

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024

» Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit
SOUTHERN PHARMACY SERVICES, LLC PENSION plan number (PN) > 002
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
SOUTHERN PHARMACY SERVICES, LLC 26-3842872
E Type of plan: ]E Single D Multiple-A D Multiple-B ‘ ‘ F Prior year plan size: B 100 or fewer D 101-500 D More than 500
‘ Part | l Basic Information
1  Enter the valuation date: Month _ 12 Day 31 Year 2024
Assets:
@ MATKEE VAIUE ...ttt st e st s e bbb s e s e st et a sttt s e ennas 2a 156809
D ACHUBIAI VAIUE ... s 2b 156809
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment..............ccococeiiieiennne, 0 0 0
b For terminated vested participants 1 2615 2615
2 106823 106823
3 109438 109438
4
a Funding target disregarding prescribed at-risk assSUMPLIONS ............ooiiiiiiiiiiiiie e 4a
b Fuqding target reflecting at-r.isk assumptipns, but disregallrding trgnsition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor
5  Effective interest rate 5 5.50 %

6 Target normal cost

a Present value of current plan year @CCIUAIS ............coiiiiiiiiiie e e e 6a
b Expected plan-related @XPENSES ..........c.ccooveveviveuceieeeeieeeeeeeeeee et eee et en et aen st eaess s s s s 6b
(o T L=y B 4T = [ et AR 6¢c

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 10/03/2025
Signature of actuary Date
MICHAEL SPICKARD 23-05310
Type or print name of actuary Most recent enroliment number
SUMMIT RPC 330-730-7432
Firm name Telephone number (including area code)

3137 NORTHVIEW ROAD
UNIONTOWN, OH 44685

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions D

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2024
v. 240311



Schedule SB (Form 5500) 2024

Page2-[ 1 |

Part Il

Beginning of Year Carryover and Prefunding Balances

7

Balance at beginning of prior year after applicable adjustments (line 13 from prior
VAT .ttt ettt e et e e e bt e e et e e arneeeenes

(a) Carryover balance

(b) Prefunding balance

0

0

Portion elected for use to offset prior year’s funding requirement (line 35 from prior
VEAT) .ttt ettt e et et eeaanes

Amount remaining (lin€ 7 minus liN€ 8) .........ccoiiiiiiiiii e

10

Interest on line 9 using prior year’s actual return of Yo

11

Prior year’s excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........cccccovceveninne,

b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.34 9

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEEUMN Lo

C Total available at beginning of current plan year to add to prefunding balance

d Portion of (c) to be added to prefunding balance ..............ccccoevveeeeeeeeeeeeeeeeee

12

Other reductions in balances due to elections or deemed elections ............c.c............

13

Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) .................]

Part Il

Funding Percentages

14

FUNding target attaiNMENt PEICENTAGE. .........ov.urveereeeeeeeeeeseesees e sessee s s es s ses s ss s essess s s ses s eses s ss s sssesssessssesssanssessesessessssessenessenesnnsenas 14

143.28 %

15

Adjusted funding target attainMmEeNt PEIFCENTAGE ...........oi ittt ettt et e e et e e et e e e bt e e e annbeeeanbeeeabeeeeannne 15

143.28 %

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAr'S FUNAING FEQUITEIMENT. ...ttt et e ettt ettt e e ettt e e eab et e ettt e e ettt e e ab et e ettt e e et e e e anb e e e eabeeeeaaneeas

137.20 %

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage

............. 17 %

Part IV

Contributions and Liquidity Shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

Totals » | 18(b)

18(c) | 0

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years

................................. 19a

b Contributions made to avoid restrictions adjusted to valuation date. ...........c.cceveueuereirieirieieiieeeeeeeeeeee 19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date................... 19¢

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI? ....... ..ot et e e et e e et e e et e e e anb e e e enteaaannee s D Yes @ No

b If line 20ais “Yes,” were required quarterly installments for the current year made in a timely manner?.............cccocooveeeoeeeceeeee e [[ Yes [[ No

C If line 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2) 2nd

(3) 3rd

(4) 4th




Schedule SB (Form 5500) 2024 Page 3

PartV |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

1st segment:
5.03 %

2nd segment:
5.26 %

3rd segment:
5.59 %

a Segment rates:

[ | N/A, full yield curve used

b Applicable month (enter code)

21b

1

22 Weighted average retirement age

22

65

23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate

[] substitute

Part VI |Miscellaneous Items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
EE YL el g 1 =Y o | SO T OO O T PO PP PP PU PR OUPPPTRPPP D Yes @ No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment

26 Demographic and benefit information

a Is the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ...............

b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment ...

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHMENT ... e
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for @ll PrOF YEAIS ...........c.c...ceeeeeeeeeeeeeeeeeesee s es s eeas 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(UL LCI S ) T PP PP
30 Remaining amount of unpaid minimum required contributions (line 28 minus liNe 29) ..............cccoceevevevevevereeenne. 30 0
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
@ Target NOMMAl COSE (IN€ BC) ........v.vveveeieceeeeeeeeteeeeeee ettt et see ettt e et e s s es s es et et esess s es et e s esesnss s enenesesesraens 31a 0
b Excess assets, if applicable, but not greater than liNe 31@ ..........ccoovoiiiieeeeeeeeeeeeeeeeee e 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment .............cccoiiiiiii 0
b Waiver amortization installment...............cccovevoviuiucueieeeeececeeeeeee e 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ...........ccccoeeeiiiiiieeeee i, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b- 33)....| 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding 0 0 0
reqUIrEMENt ......oooviiiiiiiiiiiiiieeeeee e
36 Additional cash requirement (line 34 MINUS INE 35) .........couiviviveveeeeeeeeececeeeeeeeeeee e, 36 0
37 %m)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
Lo3 ISP
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over line 36) 38a 0
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances........... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) .............cccoco.c...... 39 0
40 Unpaid minimum required contributions for @ll YEarS ..............c.ocvovevoieeeeeeeeeeeeeeeeeee et 40 0

Part IX Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

41 If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate the first
plan year for which the rule applies. [ [2019  []2020 [ ]2021




Form 6500-SF Short Form Annual Return/Report of Small Employee | OMBNos. 10 e
Deparimant of the Treasury Benefit Plan S
intornal Rovenue Senvice This form Is required to be fited under sections 104 and 4085 of the Employee Relirement 2024
Department of Lebor Income Securlly Act of 1874 (ERISA), and secllons 6067(b) and 60568(a) of the Internal .
Ermployea Banofits Secustly Administration Revenue Code (the Code), Trgs &?rr,n is th:an to
. ‘ ublic Inspection
Pansion Benefit Guarénty Cafpotation > Complete all entrles in accordance with the Instructions to the Form 6500-8F, L P :
|_Part] [ Annual Report [dentification Information
For calendar plan year 2024 of fiscal plan year beginning 01/01/2024 and ending 1273172024,
A This return/repon is for: E] a single-employer plan D & mulliple-employer plan (not multiemployer) (Pension Plan filers chacking this box

must allach Schedula MEP, Other plans must attach a list of participaling employer
Information In accordance with the form Instructions.)

B This returnireport is D the firat relurn/report Dthe final return/report

[] an amended retumireport [ ] short plan year returnvreport (less than 12 months)
D DFVC program

G Check box If fliing under: E] Form 5568 D automatic extension
D speclal extenslon (enter description)
D ifthe plan Is a collectively-bargained plan, chEok BT .....worimicrcreassrismons

E Ifthis Is a retroacllvely adopted plan permitted by SECURE Act section 201, check here .....c.vviiivnine

20
» [

| Partll | Baslc Plan Information—enter al requested Information

1a Name of plan . . 1b Three-digit plan number |
SOUTHERN PHARMACY SERVICES, LILC PENSION (PN) P N 1002
: 1¢ Effactive date of plan
01/01/2014 -~
2a Plan sponsor's nama (employer, If for a single-employer plan) 2b Employer Identification Numbsr (EIN) .. . .

. Malling address (include room, apt., suite no, and street, or PO, Box)

Clty or fown, stale rovinee, country, and ZIP or foreign postal coda (if forelgh, see Instructions;
SOUTHRRN BHARMAGY SERyTCREC Ay c0r forelanp (ifforely )

704 N PARKERSON AVE
CROWLEY A LA 70526

26-3842872

i

2¢

Sponsor's telephone number
(337) 247-3126 "

2d

Business code (see jnstructions) _

446110

3a Plan adminlstrator's name and address E]Same as Pian Sponsor.

3b

Administrator's EIN

3¢

Adminisirator's telephone number

o
e

4 If the name andfor 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 humber-fromthe |- -
~ lastreturn/report, : - l4d PN
a Sponsor's name
C Plan Name
6a Total number of participants at the beglnning of the PlaN YEAI vciviviisiienrisrerssemmsnes e ba i
b Total number of parlicipants at the end of 18 PIAM YBEL ... rormmersrisssssssenss bt 6b 3
c{1) Number of participants with account balances as of the beginning of the plan ysar (only defined 5c(1)
contribution plans complete this ltem) ....cicvunvue. resrenine b s d e b s LS AR B BB e R
¢{2) Number of particlpants with account balances as of the end of the plan year (only defined 6c(2)
contribution plang omplel@ (IS HEM) ..o e s sr s s
d(1) Total number of active participants at the beginning of the Plan Year. ... e e 5d(1)
d(2) Tolal number of active participants at the end of the plan year §d(2)
@ Number of pariiclpants who terminated employment during the plan year with accrued benefits that Ba
o 0
were Jess than 100% vested......uuau i noiiii YT . s s s
Cautlon: A penalty for the lats or Incomplete fliing of this return/report will be assessed unless reasonable cause ls established,

Under penallies of perjury and other penallies sel forth in the Instructions, | declare thal | have examined (his return/report, Inchuding, If applicable, & Schedule
§B or Schedule MB completed and signed by an enrolled acluary, as well as the elecironic version of this return/report, and to the best of my knowledge and

For Paparwork Reduction Act Notice, see tha Instructions for Form 8500-SF,
t

belief, it Is {rus, correct, and complete, 1
SIGN SNAe) \O\B| 2.5 BranpY FREED
~ 1 Slgnature of plan agmlnlstrator Date Enler name of Individual signing as plan administialor
Slanature of employer/plan sponsor Date Enter name of individual slaning as employer or onsor_ |
Form 5600-SF {2024}

v, 240314




Form 5600-SF (2024) ‘ Page 2

6a Waere all of the plan's assels during the plan year Invested in eligible asssls? (S8 INSHUCHONS.) ..o oo ressoer s Yes D No
b Areyou claiming a walver of the annual examinalion and report of an Independent qualified public accountant (IQPA) ‘ -
under 29 CFR 2520,104-487 (See Insiructions on walver oliglbllity and conditions.)......cesvenssenns e a et e b e b ot o1t s e @ Yes D No
If you answered “No" to elther line 6a or line &b, the plan cannot use Form §600-SF and must Instead use Form 5600, - N
¢ Ifihe plan Is a defined benefit plan, Is It covered under the PBGC Insurance program (see ERISA sectlon 4021)7 ... [] Yes - |No [} Not determined
If "Yes" is checked, enter the My PAA confirmation number from the PBGC premtum filing for this plan year___. - . (See Instructions.)
[_Part lil=] Financial Information B
7__Plan Assets and Liablities | (a) Beginning of Year (b) End of Year
a 7a 142,425 s 156,809
7b - o
¢ 7¢ 142,425 ... 156,809
8 Income, Expenses, and Transfers for this Plan Year : {a) Amount {b} Total
a Conlributions recelved or recelvable from: o ' R
(1) Empioyers ......... RTTTTR T L s et o | Ba(t)
(2} Particlpants.. o 8a(2)
(3)_Others {(Including rolloVeIS)........cuciierreerereerseressersess .. | 8a(d) :
b_Other Income (l0ss) ......... ettt et 8b 14,384 700 & (B NI
C_Tolal Income (add lines 8a(1), 8a(2), 8a(3), and 8b).................. 8¢ e T 14,384
d Benefits pald (including direct rollovers and Insurance premiums T T R S S
10 Provide BENnefils)......ocivirriorervnmiinrionsroninrocssesons ERTI 8d
€ Certaln deemed and/or corrective distribulions (see instructions) . 8o : K
f _Adminisirative service providers (salarles, fees, commissions)..... 8 S
G Oter 6Xpenses ..........cowumusmeeissenn i e 8g ' R C
N Tolal expenses (add lines 8d, 8s, 8f, and L:1) N 8h - o R
|__Net income (loss) (subtract line 8h {rom ing 8¢)................ o 8l . « 14,384
J Transfers o {from) the plan (568 INSIEUCHONS)...........c..oerrrrrrins 8 . IR P

LPart iV-| Plan Characteristics B e ,
9a |If th? glag provides penslon benefits, enter the applicable penslon feature codes from the Lis{ of Plan Characterlstic Codes in the Instructions:
D . v PR

b |[if the pian provides welfare benelils, enter the applicabie welfare fealurs codes from the List of Plen Characterlstic Codes In the Instrubliqns:

| Part V.| Compliance Questlons ‘ .
10 During the pian year: Yes | No Amount

a Was there a fallure to transmit to the plan any participant coniributions within the time period
described In 29 CFR 2510.3-102? Continua to answer “Yes" for any prior year faflures untll fully

correcled. (See instructions and DOL's Voluntary Fiduclary Correclion PIogram) ..o, 10a X
b Were there any nonexempl! transactions with any parly-in-interest? (Do not include transactions

reported on N 108.). e ivniiieciesinresssriion, T R s 10b X
€ Was the plan covered by a fIdeHY BONA? wvuvviiimriiiis oo isessssssssessssssso s 10c

d ' Did the plan have a loss, whether or nol reimbursed by the plan's fidelity bond, that was caused
by fraud or dishonesty?............. v PR s ke bR s by et bt 10d X

€ Were any fees or commisslons 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 .
the plan? (See INSrucHoOns.}..covevvrerieiinnens, G s s JRTI e 10a X

f  Has the plan falled to provide any benefit when due under the plan? 10f

¢ Did the plan have any participant loans?-(If “Yes,” enter amount as of Year-and.) ... eaiiniinn 10g

h i this Is an Individual account plan, was there a blackout perlod? (See Instructions and 29 CGFR
2620,101-3.) vovniviienn Vrevssresisininn e oo Ve o s 10h

! 1f 10n was answered “Yes,” check the box If you elther provided the requlred notlce or one of the
exceplions to providing the notice applied under 28 CFR 2520.1071-3 ....vcvveeercenersisnesesssins 101

|
£
1

T




Form §500-SF (2024) Page 3- ! ]

[ PartVl, Pension Funding Compliance

11 is this a defined benefil plan subject to minlmum funding requirements? (If "Yes," see Instructions and complete Schadule SB
(Form 6600) and fines 11a and b helow.) If this Is a defined cortribution penston plan, leave line 11 blank and complete line 12

DBIOW, cooiisiiiis it st sssssisissscesenssessssnsanssesssnsss cossessons e Db b 1E s L84 8044300584002 teba e eroenst s 0 serssnentennsessns oresesressa

R ves [] No

a__Enter the unpald minimum required contributions for all years from Schedule SB (Form 5500) Ilne 40 ................... ! 11a l

0

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)(B) and/or 303(k)(4)? Check the applicable box:
) D Yes.

D No. Reporting was walved under 28 CFR 4043.25(c)(2) because conributlons equal to or excesding the unpaid minimum required con'lr}butlon

were made by (he 30th day afier the dus dale,

D No. The 30-day perlod raferenced in 28 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contributlon equal to or

exceeding the unpald minimum required contribution by the 30th day after the due dats.
[] No. Other. Provide explanation

12 15 this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

ERISA? v A e b narae st enn ey oL e b bbb b0 b SRR 008 0s et e bbb a0 e na s eaRer st s borne
(I "Yes," complete line 42a or lines 12b, 120, 12d, and 12e below, as applicable.) if this Is a defined benefit pension plan, leave

line 12 blank and complele iine 11 abovs.

D Yes [):(] No

a If a walver of the minlmum funding standard for a prior year is belng amortized In this plan year, see Instructions, and snter the date of the letter ruling

granting the walver. ..o i v b b kLt sttt st Month Day Year
If you completed line 12a, complete lines 3,9, and 10 of Schedule MB (Form 8500, and skip to line 13,
b_Enler the minimum required conlribution for this PlaN Year ..c.irinicciniisnsenns Ve veros b e 12b
C_Enler the amount conlribuled by lhe employer to the plan for this PIaN YEAT ivivvirvanniniiiconnions bt ety 12¢
d Subtract the amount in line 12c from the amount In ine 12b, Enter the resull (enter a minus sign to the left of a 12 o
NEQAIVE BIMOUNY .. vvosiisisseiisirissss st st sssssseetsessessessnsssssos e scsensss oo . : o
@ Will the minimum funding amount reported on line 12d be met by the funding deadlNg?............ oo : [J ves [] No [] wa
art Plan Terminations and Transfers of Assets ,
13a Has a resolution fo lerminate the plan been adopted In any PlaN YBar? ..........cerororneiensons e er s D Yes E No
_a lf*Yes," enler the amount of any plan assels that reverted 1o the emMpIOYer this YOar e iveeriicirirscisiresseessonsens 13a
b Were all the plan assels distributed lo participants or beneficlaries, transferred to another plan, or brought under the , D Yes E(] No
control of the PBGC?..c..ccvccnvnnne e pereis, Lt sensaseass L ettt ines [ETTTTTR PRSI

C Hf, during this plan year, any assets or llabllities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or labilltles were transferred. (See Inslructions.)

13¢(1) Name of plan(s): 13¢(2) EIN(s)

13¢(3) PN(s)

{ Part VIIl | IRS Compliance Questions

144 Does the plan satlsfy the coverage and nondlscrimination tests of Code seclions 410(b) and 401(a)(4) by combining this plan wllth any other pians under

the permissive aggregation rules?[] Yes R No

14b It this Is & Code seclion 401(k) plan, chack all boxes thal apply to Indicate how the plan Is intended lo satisfy the nondlscriminat}

employee deferrals and employer matching contribulions (as applicable) under Code sections 401(k)(3) and 401(m)(2). -
D Deslign-based safe harbor method : ‘

(] “Prior year" ADP test
D “Current year” ADP fest

(B A

on requirements for

16 If the plan sponsor Is an adopler of a pra-approved plan Ihat recelved a favorable IRS Oplinlon Lelter, enter the date of tha Opinion Lelter 03/30/2018

(MM/DD/YYYY) and the Opinion Lelter serial number J501723a

T




OMB No. 1210-0110

SCHEDULE SB Single-Employer Defined Benefit Plan
- (Form 5§500) Actuarial Information ‘ 2024
Depariment of the Treasury '
Inernal Revsnuio Sorvice This schedule is required lo be filed under section 104 of the Employee »
) Departmen of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form Is Open to Publi
Employes Banefits Securly Administration Internal Revenue Cods (the Code). § Ihsspecpt?on ° ¢
Penslon Bansfit Guaranty Corporation ’
P File as an attachment to Form 5600 or 5500-SF. , s
For calendar plan year 2024 or fiscal plan year beginning V170172023 and ending 12731720219

} Round off amounts to nearest dollar. _
P Cautlon: A penalty of $1,000 will be assessed for late filing of this report uniess reasonabie cause Is established.

A Name of plan , B Three-digit ; o
. SOUTHERN PHARMACY SERVICES, LLC PENSION : plan number (PN) . " 002
C Plan sponsor's name as shown on line 2a of Form 8500 or 5500-SF D - Employer Identification Number (EIN)
SOUTHERN PHARMACY SERVICES, LLC
. . 26-3842872
E Typeof plan: [X] Single [ ] Multiple-A [ ] Muitiple-B [ IF Prior year plan size: [] 100 or fewer [ ] 101-500- [ ] More than 500
l Part | l Basic Information ‘
"1 Enlerthe valuation date: Month 12 Day 31 Year 2024
' Assels:
B MAFKELVAIUE 1vvvovvvvss e cvesavassisseer s sseesssssssssss s sess et ossesbatessensssosssessiassseasssnesesmsesassecssensioesseneesssnenses 2a 156,809
b Actuarial value "2b . 156,809
3 Funding target/participant count breakdown (1) Number of {2) Vested Funding (3) Total Funding
’ . participants Target Target
a For retired participants and beneficlarles recelving payment : 0 0 e
b For terminated vested pamiClpants...... ... 1 2,615 7 2,615
C FOT ACUVE PATIGIPANIS .ovvivvvvvcvessssesssessssssscsmsssossesessssssssessessmessosssinsesceeresn 2 -106,823.0- 106,823
3 109,438 .. 109,438
a Funding target disregarding prescribed at-risk assumptions .......co.... e 4a
b Funding target reflecting at-risk assumptlons, but disregarding transition rule for plans that have been in 4b
‘ - al-rlsk status for fewer than five consectutive years and disregarding loading factor......cccvioninieiineninned
6  Effective intarest rale .. ‘ 5 5,50 %
B TAIGEE NOMTIA! GOBLurvvrrivrerrrresssivereesessosersesesssssesessesesessesesseesssesmmases sesssssessssessssessssesseesssss e ensossosoes rresporemirersond o o
a Present value of current plan year acCruals ... i s TPV .| Ba R T L
' b Expected plan-relaled eXpenses ........couveonnns oo et R 6b L0
G TAFGBENOIMAL COSL c1uvirisiivsisirteceeiiiisiassce st taiss st etsesots s stb e tse s sena s eeses e s et benss et oo s eseseesese s esess s s et s bens 6¢ 0

Statement by Enrolled Actuary
! To the bast of my knowladge, tha Information supplied in this schedule and aceompanying schedules, statements and attachments, If sny, is complete and accurate, Each prescribed assumplion was applied in
accardance with applicable law and regulations, In my opinlon, each other assumption Is reasonable {taking Into account the experience of the plan and reasonable expeclations) and such other assumptions, in

combination, offer my best estimale of anlicipalod experience under/lpe plan.

MNa NG 0D

Signature ofact Date
MICHAEL SPICKARD ' 23-05310
Type or print name of actuary Most recent enrollment number
SUMMIT RPC ' (330)730-7432
Firm name Telephone number (including aresa code)
3137 NORTHVIEW ROAD
UNIONTOWN OH 44685

Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions D

Y For Paperwork Reduction Act Notice, see the Instructlons for Form 6500 or 6600-SF, Schedule 8B (Form 6500) 2024
v, 240311

T

T




Schedule SB (Form 5500) 2024

Page2-[ |

Part i Beginning of Year Carryover and Prefunding Balances
{a) Carryover balance () Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
YOBT) tovvusecssbosetesannsisressssetsstegesrses st s bR 0 0 0
* 8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
N . i S PR 0 0
9 Amount remalning (1N 7 MINUS N8 8) ..vvvvervmsrivemsmsisimrcmmmsonsiessessiamsiarmessonssses 0 0
10 Interest on line 9 using prior year's actual return of oy 0
11 Pror year's excess contributions lo be added to prefunding balance:
a Present value of excess contributions (line 38a from PrioT YaI) v 0
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year )
Schedule SB, using prior year's effective interest rate of : % ireeciiirons i 0
b(2) Interest on line 38b from prior year Schedule SB, using prlor year's actual -
return e T RPN ROI PRI . 0
C Total available at beginning of current plan year to add to prefunding balance .............] 0
d Portlon of (¢) to be added {0 prefunding balaNEe ... oo 0
12 Other reductions in balances due o elections or deemed elections ..........oceirvnnacs) 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d ~ N8 12) .o.cocvivreness 0 0
r Part il Funding Percentages
14 Funding targel atlalNmMENt PEICENLAGE. ... iiiticiimiressissesrieasatssrisiessisssyessssssassssssssssets ossosasssssassassentessaessssiisss s esssn sssssnansssssbebsssnsissisasssssenn 14 | 143,28%
15 Adjusted funding target aHAINMENE PEICENLAGE ..........icerrsiverrirmriessiievosssrsesienssasseccsnssnsissreressnsinsosmsesios s scossonssasssessesersessarsonsnsssnesansions 18 | 143.28%
1,6 Prior year's funding percentage for purposes of determining whether carryover/prefunding balarices may be used to reduce current 18
year's funding requirement. ... LR AL 41 E SRR848 L1034 AL AL L8 414410t ER A A s 137.20%
17 I the current value of the assels of the plan s less than 70 percent of the funding {arget, entér such percentage 17 %
PartlV - | Contributions and Liquidity Shortfalls

18 Contrlbu'fions made {o the plan for the plan year by e}nployer(s) and employses:

(c} Amount paid by

. (a) Date (b) Amount paid by {c} Amount paid by (a) Date (b) Amount pald by
(MM-DD-YYYY) employer(s) smployees (MM-DD-YYYY). - employer(s) - _employees
Totals » | 18(b) 0f 18(c) | 0

19 Discounted employer contributions ~ see Instructions for small plan with a valuation dale after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years 19a 0

b Contributions made to avoid restrictions adjusted to valuation dale ... 19b 0

¢ Contributions allocated toward minimum required contribution for current year adjusted to valualion date..................... 19¢ 0
20 Quarterly contributions and liquidity shortfalls: . L .

a Did the plan have a “funding shortfall” for the Prior YEAr? ... eoriiariimii i s s e s D Yes No

b Ifline 20a is "Yes," ware required quarterly installments for the current year made In a timely manner?

¢ Ifline 20a is "Yes,” see instructions and complete the foliowing lable as applicable: .

Liquidity shortfall as of end of quarter of this plan year

(1) st (2) 2nd

(3) 38




Schedule SB (Form 6500) 2024 Page 3

Part V' |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rale:

a Segment rates; 3rd segment:

1st segment: 2nd segment:

[ JNIA, full yleld curve used

5.03 % 5.26 % 5.59 %
b Applicable month (enter code) 21b 1
22 Weighted average retirement age ..., NN Hererernies e SN e 22 65
23 Mortality table(s) (see instructions) [g] Prescribed - combined D Prescribed - separale D Substitute
Part VI |Miscellaneous Items
24 Has a change been made In the non-prescribed actuarlal assumptions for the current plan year? If “Yes," see Instruclions regarding required
BHACKIENL c1rs 11 vvvvcvcsrstvsessse s 1111848t s 441431880 400 e 125t e b5 et D Yes [X] No

25 Has é method change been made for the current plan year? If “Yes," see Instructions regarding required attachment............

26 Demographic and benefit information

- @ls the plan required to provide a Schedule of Active Parlicipants? If “Yes," see Instructions regarding required attachment.

b Is the plan required to provide a projection of expected benefit payments? If “Yes," see Instructions regarding required altachment ...

27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
BHACKIMENL 1t et bab bbb e e b s e sbe b stsberossbhsbsatasees b s sbebetoresrase b s et bt st
‘ Part"V’tl “|Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28  Unpaid minimum required contibUtONS TOr ll PHOT YEAIS ..u..vuusmm vt icsemesessecernessessonsisenmmssasesssonmssenmsos 28 0
29 ?”l:eo%r;t)ed employer conlributions allocated toward unpaid minimum required contributions from prior years 29 0
30 Remalning amount of unpaid minimum required contributions (line 28 miNUs iNe 29) ...vv.veveerioone T 30 0
Part VIl [ Minimum Required Contribution For Current Year
31 Target normal cost and excess assels (see instructions): .
a Target normal cost (N8 BC) ..vviiiririiniioirerinsesences 31a 0
b Excess assels, If applicable, but not greater than line 31a 31b 0
32 Amortization instaliments: ‘ Outstanding Balance Installment :
‘a8 Net shortfall amortization INSIAIMEN ..o ivvrieriiiciis oo 0 0
b Waiver amortizallon INSEIMENL.......v.iviiiciiisieeissss onessonnes ot ssesesessinssssosesd 0 0
33 f a' waiver has been approved for this plan year, enter the date of the ruling letter granting the approval 33
(Month Day Year ) and the walved amount,.......ccvvvviin o
34 Tolal funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)...] 34 0
Carryover balance Prefunding balance Tolal balance
35 Balances elected for use to offset funding
FEQUITEMENE .\ cevvriinisiisssicesssie i ones oo s esssecenens 0 ¢ 0
36 Additional cash requirement (N6 34 MINUS N8 35) ... vivcernresceoecsmesormrosicsmsastroesinessesmmsssssssesssessomrssssssons 36 0
37 ?é):)tnbuuons allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
38 Present value of excess contributlons for current year (see Instructions)
a Total (excess, If any, of line 37 over line 36) 38a 0
b Portion Included in line 38a altribulable to use of prefunding and funding standard carryover balances........... 38b 0
39 Unpald minimum required contribution for current year (excess, If any, of ine 36 Ve NG 37) ...coeereerrrvosion, 39 0
40 Unpaid minimum required ContHBULIONS 07 @l YBALS ..................ivvrreriressiesreonsceecrssmsecsnmsesesseseesssesnesesees s soesson 40 0
Part IX Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructlons)

41 if an election was made o use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to Indicate the first

[]2020

[] 2021

plan year for which the rule applies. D 2019




SCHEDULE SB, LINE 22
DESCRIPTION OF WEIGHTED AVERAGE
RETIREMENT AGE

Each Participant is assumed to retire at his/her normal retirement age, The age entered is the age
specified in the Plan,

Plan Name: Southern Pharmacy Services, LLC Pension Plan
Plan Sponsor’s Name: Southern Pharmacy Services, LLC

Plan Number: 001

EIN: 26-3842872

EACLIENTS\Southern Pharmacy Services LLC\Pension Plan\Reports\Schedule SB Retirement Age 2014.docx




Schedule SB, Part V - Statement of Actuarial Assumptions

"
Target Assumptions:

‘

¥ale Nonannuitant: 2024 Nonannuitant Male

Female Nopannuitant; 2024 Nonannuitant Female

Male Annuitant: 2024 Annuitant Male
Female Annuitant: 2024 Annuitant Female
Applicable months from valuation month: 1
I::’robability of lump sum: 0.00%
Use pre-retirement mortality: No

st 2nd 3rd
Segment rates: 5.03 528 5.36
High Quality Bond rates! N/A N/A N/A
Final rates: 5.03 528 5.59
6verride: 0.00 0.00 0.00

Salary Scale
Male: 0.00%
Female: 0.00%

Withdrawal

. Male! N/A
Female! N/A

Withdrawal-Select

Male: N/A
Female: N/A

Early Retirement Rates

Male; N/A
Female: N/A
Subsidized Early Retirement Rates
Male: sub 59
Female; sub 59

Name of Plan: SOUTHERN PHARMACY SERV
Plan Sponsor's EIN:  26-3842872
Plan Number: 002

Options:

Use optional combined mortality table for small plans: Yes
Use discount rate transition: No
Lump sums use proposed regulations: Yes

Actuarial Equivalent Floor

Stability period: plan year

Looltback months: 0
Nonannuitant: 2024 Applicable
Annuitant: 2024 Applicable
Ist  2nd Brd
Current: 4.89 5.14 529
Override: 0.00 0.00 0.00

Late Retirement Rates

Male: N/A
Female: N/A
Marriage Probability Setback
Male: 0.00% 0
Female; 0.00%
Expense loading: 0.00%
Disability Rates
Male: N/A
Female: N/A

Mortality Setback
Male: N/A 0
Female: N/A 0

Page 1




Schedule SB, Part V - Summary of Plan Provisions

Eligibility Requirements Setrvice/Participation Requirements
Age (yrs) : 21 Definition of years:  Hours worked
Age (months) : 0 Continuing hours: 1

Wait (months) : 12 Excluded classes: Other

Two year eligibility :  No

Earnings

Total compensation excluding 403(b)
: Cafeteria
Other
Prior to participation
415 prior to participation

Retirement . Normal Early Subsidized Early Disability
Age: 65 56
Service: 0 0
Participation: 5 6
Defined: Date of event 1st of month
during

Benefi‘t Reduction / Mortality table & setback

Male: : Actuarial Equivalence  Actuarial Equivalence N/A
Female: Actuarial Equivalence  Actuarial Equivalence N/A
Rates - Male: N/A sub 59 N/A
Rates - Female: N/A sub 59 N/A
Use Social Security Retirement Age: No REACT Benefits Percentage: 50.00%
Vesting Schedule: 2/20 Pre-retirement death benefit
Vesting Definition:  Hours Worked Percentage of accrued benefiti  100,00%

Death Benefit Payment method: PVABR

é nnuity Percent Years
Normal: Life only 0.00% 0
QJSA: Joint and contingent 50.00% 0

Significant Changes in Plan Provisions Since Last Valuation

Name of Plan: SOUTHERN PHARMACY SERVICES, LLC PENSION PLAN
Plan Sponsor's BIN:  26-3842872
Plan Number: 002

Page 1
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Schedule SB, Part V - Summary of Plan Provisions

Benefits
Pension Formula; Benefit formula
Type of Formula: Flat benefit
Effective Date: 01/01/2010
Flat benefit non-integrated type: Percent |
Total percent of salary: 350.00% '
Dollar amount: None
Reduction based on: Accrual
Benefit reduction for years less than: 25

Averaging

Projection method:  Cuttent Compensation Apply exclusion to acerued benefit:  veg i
Based on: Final Average Annualize short compensation years: No
Highest: 3 Annualize short plan years: No
In the last: 0 Include compensations based
Excluding: 0 on years of’ Accrual
Accrual
Frozen: No
Definition of years: Hours worked Fractions based on: N/A
Accrual credit: Continuing Died Disabled Retired Terminated Precision:  N/A
| | 1 | 1 Limit current credit ,
to: N/A 3
Years based on: Service Cap/floor years: 0 |
Maximum past accrual years: 1.0000 Cap or floor: Cap
Method: Fractional Accrual % per year: 0.00% -
Apply 415 before accrual: No -
|
]
Name of Plan: SOUTHERN PHARMACY SERVICES, LLC PENSION PLAN
Plan Sponsor's EIN:  26-3842872
Plan Number: 002

Page 2 |




