Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. OO

Department of the Trea;ury Benefit Plan
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

» Complete all entries in accordance with the instructions to the Form 5500-SF.

| Partl | Annual Report Identification Information

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

A This return/report is for: @ a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans must attach a list of participating employer
information in accordance with the form instructions.)

B This return/report is D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: B Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
BLOSSOM CARE PHARMACY LLC 401K PLAN PN) D 002
1c Effective date of plan
01/01/2019
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) 47-4661534
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
BLOSSOM CARE PHARMACY LLC C Sponsor's telephone number

313-436-5513

2d Business code (see instructions)

5250 AUTO CLUB DR STE 160
DEARBORN, MI 48126 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 2
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 1
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 2
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) 1
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 1
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 1
€ 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. 10/10/2025 IMANE ALZAROUI

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

SIGN Filed with authorized/valid electronic signature. 10/10/2025 IMANE ALZAROUI

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 76316 105391
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 76316 105391

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) 0

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 22500

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 6761
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 29261
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 186
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 186
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 29075
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:
2E 23 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

2520.101-3.) oo 10h X

If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes No

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

|11a|

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

were made by the 30th day after the due date.

exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

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

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggregation rules? [ Yes [] No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703729A,
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= Complete all entrios in accordance with the instructions to the Form 5300-5F.

'

E ,aﬁ: Annual Report Identification Information
F ’ifﬁnuﬂr plan vear 2074 or fiscal pian vear heginning 01/01/2024 and anding 127317202
& This relumisporn [:a a single-employer ptan D a mudliple-employer plan (net muliemploven (Pension plaw fle

must altach Schedule MEP, Giher plans must allach 2
information i accordance withy the form inatructions.’

B Thig ratumirenorn is: D the first retumirepor D the final returnireport
D an amendead relunvreport D a short plan year relurireport dass than 12 months)
o b Form 5558 D automatic extension D DFYE prog
ﬁ special extension (enter description)
i the plan s o culleciively-nargeinad plan, check here. ‘ NUVRIVIV D
his i a retroach vcEv adopled plan permitted by SECURE Act section 201, check here ooy ¥ D
Sasio ?32;’? information —- enter alf raquested information
of glan 10 Thrse-digit plan numixy e
#lasson Care Pharmacy LLC 401k Plan P giie
1¢ Effective date of plan
01/01/2019
2@ Flan sponsecs name fsmotoyer, if for a single-empioyer plan) 2b Employer dentification Mumbar

! il Adc! 2535
\,ii‘,"d lawn, slata

wluds room, apt, suite no, and street, or P.O. Box) (EIN

A7-4881334

arprevincs, country, and ZIP or foreign postal code (if foreign, see inslructions}
Blossom Care Pharmacy LLC 2¢ Sponsers wiephona number
(3132} 438-3513
2d Business code {ss2 instructians)
5230 Aunte Clubr Dr Ste 160 445110

U3 Dearboen I ABLIS

32 Plan sdminkiteaior's nace and address Same as Plan Sponsor 3b Administtators

i

3o Adminisiralonrs lephong number

andror EIR of the plan sponsor of the plan name has changed since the (ast relurnirepodt filed 45 &N
_eftar e plan sponsors nama, EIN, the plan name and He plan nuriber from the last

reluypi .
Z Bponsers nams 4d P
¢ Pian Name

H7 Tolal number of participants 8 the beginning of the plan year : .. | 57 2 o
&1 Tewd pumber of particinants at the end of the plan year &b i
i1} Muwrnber of participanis with account balances as of lhe beginning of the plarr year (only def ned 5c{4) N
coniripution plans complate this item) . . arnae - :
Ci2Y  Nembar of paticipants with account balances as of he end of the plan year (cnty definad 5¢(2)
conidiution plans cormplzte this ilem) ) 1 .
A} Total nurmber of dctive participants at the beginning of the plan year . e | B} 1
{2 Tol runnber of active participants at the end of the plan year . Scl{2} 1
- Mumber of parlicipants who lenminated employmenit during the: plan year with accrued benedits that 5
wars less fan 100% vasted g v
Cation: A canaldy for the late or incomplate filing of this returnireport will be assessed unless reasonable cause Is establishod.
; peraties sot forth In the instructions, | declare that | have examined this relimirsgon, including, if applicable. 2 Schedule
wmpi—&e(i and signed by ar enmffed actuary, as well as lhe alectronic varsion of this retumirgport. and fo the best of my kntwledge atd
Gahef, i3 frua, carrcz‘l arxd cm"spletf B -
R . j' £y R lraroul
Lo “, S
SR ol A | Imane Alzaroy
 HERE! Signaturs of plan, m-nm;s:rator Date 10/10/2{ Efner name of individual signing 23 plan administraler
SN T, .
s S s imane Alzarou
[Tty i - .
HERE ) Signature of empiuyeﬁpian speonsar Date T0/10/2025] Eater name of individual signing =5 ampleyer or plan sponsar

For Paperwork Reduction Act Notice, see the instrdctioas for Form 5500-8F, Fanm 5500
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a7 of the anpbual examination and report of an |ndependeni qualified public accountant JOPA)

104457 (See instructions on waiver eligibility and conditions.) b e SR s kbbbt PR, irirsseannreneren
¥ youy sngwored "Me™ 1o sither fine 8a or ine €b, the plan cannot use Form 5500-5F and must instead use Form 3500,

: rad baneit plan, is it cavered under the PRGC insurance program (see CRISA ssction 4021)? Cives lse

imtéar './I

g'_st.an nad

i)

Hver” s chadkad, entar the My PAA confirmation number from the PBGC premium filing fur this year

] . . - “
l' Part ! | Finanecial InTormation

7 Plan Agsen and Labiliies (a) Beginning of Year
A [P o 76,316
B Total plan labililiss . 0
c Met plan asgels Subtract ine 70 Fom INE 7d)  rawsssiemermsisaias 76,316
:{? Income. Expenses, and Transfers for this Plan Year 4 {a} Amount
FE]

Corir'b\mms receivad or raceivable from:

- 8alh)
rreersannen|  83{2)

[3) Cihwers ncluding rollovers) .l Ba(3)

D Olner iNComE (053] e s 8k

2 Totalincome {add lines 3a(t), Ba(2), 8a(3}, and 8b) aneasesntensionass 8¢
¢ Benails paid (noluging direct roliovers. and insurance prem;ums
ta provide bensfils) .. nenervinas F— ad

S Catain deemad acdforcarmaclive distributions {(see inslrugiions) ..j  8e

§ Adminisirates servics pfoviders {salaries, fees, commissions) . af

5] OU':“‘ THRENY Frraeadsicnedamsan asrest 8g
N Total expenses {add Hnes 84, 8e, 81, 8nd 80} secevirmsremarane] B
i retincoms (083 (subiract ing 80 from (ing BC) wveritssmessrmersessian 8i

i Tranafers o {irarmy tha plan {sea instructions) [ F—— 3j
Plan Charasteristiics

s nansion benefits, enter the applicable pension feaiura codes from the List of Plan Characteristic Codes in ihe instructians:
28 24 3D

B304 the plan grovides walfare henefits, enter the applicable welfare featuse codes from the List of Plan Characteristic Codas in the inslfuctions:

v 4 Compliancs Guestions

g e plan year Yes | Ho Amgunt
a = 3 failis b ranamit to the plan any participant contribulions within the time periad
dasnribad in 26 CFR.2510.3-1027 Conlinue to answer "Yes" for any prior year failures Lndi fully
sorrecied. {5ae insiruciions and DOL's Voluntary Fiduciary Corraclign Pregram) wasnssrspmerenisarnnse | 103 X
b Were thars 2oy nonavempt ransaciions with any paﬁy—ln—snter&st? (Do notinclude lransactions
) = r:,r‘ad i fne 108 . i0b £ _
CWias the plan covered by = fidelity hond? 10¢ I

ot Did the plan have 2 loss, whether or nol relmbursed by the. plan's fidelity bond, that was caused
by frapd of dishonasty? “ we {10d X

2 Ware any fees of eammissions paid to any brokers, agents, or other persons by an insurancs
wsurance service, or other organizalion that provides some or all of the benefits under

an? {See instructons.) - “ . ke X _
f & plan Taltey to provide any benefit when due under the plan? R b |14 X
nave zny panicpant loans? {f *Yes," enter amount as of year end.) DTSN £1 ¢ | %

whvidual 2ecound plan, was there a bleckout pericd? {(See instructions and 29 CF?
- 10h X

{1F40n was answered "Yes.” check the box if you either provided the required notice or onis of the
centions to providing the notice applied undey 20 CFR 2520.101-3 wmapssnarassssvibimasnsniasrernioszasses | 3 O
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Part Vl.” .| 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 balow.} If this Is a defined conirbution pension plan, leave line 11 blank and complete [T Yes ] No
line 12 below  wnene rviaes o sssgarsanzassase

a. Enter the unpaid minimum required contributions for all years from Schedule 88 (Form 5500) fine 49 — l 11a 1

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 secllans 4043(c)(5) and/or 303{k){4)7 Check the applicable box:

[] ves.

[] No. Reporting was waived under 29 CFR 4043.25(c)(2) because ceniributions equal to or exceeding the unpaid minimum required contribution
were made by the 3Cth day after the due date.

(] No. The 230-day pericd referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends fo make a conlribution equal fo or
exceeding the unpaid minimum reguired contribution by the 30th day after the due date.

[[] Ne. Other. Provide explanation

12 s this a defined contribution pian subject to the mintmum funding requirements of sectlen 412 of the Code or seciion 302 of
ERISA? (] ves No
(i "Yes,” complete line 12a or lines 12b, 12¢, 12d, and 12 below, as applicable.) If this is a defined benefit pensicn plan,
leave line 12 blank and complete line 11 above.

a If a waiver of the minimur funding standard for a prior year is being amortized In this plan year, see Instructions, and enter the date of the teller
ruling granting the WaIVE!  unwsssiassssssssssssinmsssssssn saserspsrsems Month Day Year

if you completed line 12a, complet lines 3, 9, and 10 of Schedule MB {Form 5500}, and skip to line 13.

b  Enter the minimum required coniributlan fer this plan year, 12b

¢ Enter the amount contributed by the employer to the plan for the plan year 12¢

d  Subtract the amount in fine 12¢ from the amount In line 12b. Enler the result (enter a minus sign lo the left 12d
of a negative amount) - etereiie srtsbestsrinss J—

e Wil the minimum funding amount reported on line 12d be met by the funding deadline? ] ves[[] Ne [ NA

Eart-;\ll'l_ i ‘ Pian Terminations and Transfers of Assets
13a Has a resolution to terminate the ptan been adopted in any plan year? [] Yes Mo

If*“Yes," enter the amount of any plan assets that reverted to the employer this year 13a

b Were all the ptan assets distributed to participants or beneficiaries, transferred to another plan, or brought under [} ves NG
the controf of the PBGC? ... P _— setss st

€ 1, dusing this plan year, any assels or liabilittes were transferred frem this plan to another plan(s), identify the plan{s) to
which assets or liabilities were transferred. (See instruclions.}

13c{1} Name of plan(s): 13c(2) EIN(s) 13c(3} PN(s)

ParfVIll | IRS Comptiance 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 clher plans
under the permissive aggregation rules? Eﬂ Yes [ INo

14b |f this is a Code sectior 401{K) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nandiscrimination reguirements
for employee deferrats and employer matching centributions (as applicable) under Code sections 401(k)(3) and 40H{my{(2}.
[X] Deslgn-based safe harbor methad
] “Prior year" ADP test
{3 "Current year” ADP test

[ ] NA

15  If the plan spensor is an adapter of a pre-approved plan that received a favorabie IRS Opinion Letter, enter the date of ihe Opinion Letter
08/ 30/ 2020 (MM/DD/YYYY) and tha Opirlon Letter serial number _ 0703725a




