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
THE CENTER FOR PAIN MGMT, LLC 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2015
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) 35-2128405
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
THE CENTER FOR PAIN MGMT LLC 2c Sponsor's telephone number

765-983-3410

2d Business code (see instructions)
980 CHESTER BLVD.
SUITE A 621111
RICHMOND, IN 47374

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 8
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
g, - 5¢(1) 8
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) 8
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 0
€ 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. 10/13/2025 VISHWAJIT BRAHMBHATT
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 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 838900 976856
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 838900 976856

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) 13645

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 33760

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 98070
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 145475
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 7269
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 250
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 7519
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 137956
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 2T 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




Form 5500-SF (2024)

Page 3-| 1

Part VI Pension Funding Compliance

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

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

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

|11a|

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

D Yes.

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

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

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

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

No. Other. Provide explanation

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

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

line 12 blank and complete line 11 above.

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

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

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

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

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

B[ Yes D 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_ Q703191A
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Form $600-6F Short Form Annual Return/Report of Smali Employee OMB Nos. 12120110
Depardment of the Traasury Benefit Plan
fatemal Revenia Servie This form Is required fo be filed under sections 104 and 4065 of fhe Employaa Relirement 2024
Depariment af Labor Income Securlty Act of 1974 (ERISA), and sections B057(h} and B058(a} of the Internal )
Employee Beneifis Sexuety Adminisiraion : Revente Cade (the Gode). This Form is Opent to

Pansion Beaefil Guaranly Corparation Public Inspection

_ + Complete al enfrles in accordance with the Instructions fo the Form 5500-SF.
| Pirtl| Annual Report ldentification Information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  1231/2024
A This relurnfreport Is for: @ aingle-empioyer plan D & muttiple-amployer plan {not mulllemployer) {Pension Plan filers checking this box

must aflach Schedule MEP. Cther plans must atiach a list of parlicipating employer
information In actsrdance with the Torm Instructions. )

B This relumireport is D the first retum/reporf D The: final retum/raport
B an amanded retumfreport [:] a short plan year retumireport Jess than 12 months)

C Checkboxifingunder: [ Fom 6568 [ ttomatic extension [] pFvC pregram
|:] spacial extension {enter descriplion)
D IFthe plan is a collectively-bargained plan, Ghetk N .. e eresssesmmmenes SEOTORTTRRR D

E Ifthisis a relroaclively adopled plan permitted by SECURE Acl section 201, chack herg .o.........
|_Part . | Basic Plan Information—enter sll requested information

1a Name of plan 1b Three-digit plan number
"Thie Center for Pain Mg, LLG 401(K) Plan {EN) b 00t
1¢ Effective date of plan
01012015
23 Plan sponsor's name (ampioyer, If for a slngle-employer plan) 2b Employer dentiication Number {EIN}
Malling address {inciude room, apl, sulte no. and street, or PO, Box) 352128405
City or towa, state of provinee, country, and ZIP or forefgn postai eode §F forsign, see instructions) 2¢_ Sponsor’s tlenn "
i naor’s lelephone number
The Cener for Pain Myt LLG (755) 983-3410
2d Business code {sea instructions)
980 Chester ivd, ’ 621114
Suife A
Richmond, 1N 47374
3a Plan administrator's pame and address [{] Same as Plan Sponsor. 3b Adminlstralor's EIN

3¢ Administratcr's ielephone nimber

4 ifthe name andfor EIN of the pian spunsar or the plan name has changad sirce the last refunteporl | 4h EIN
filed for this plan, enter the plan sponsor's name, EIN, [he plan name and the plary number from tha

las! returndreport. 4d pN
& Sponsor’s narte
¢ Plan Narpe
Sa ‘Tolal number of participants at the beginniag of the plan vear... Sa 8
b Total number of participants at the and of e PIAN YEAF 1w e resraeeecessers . Sh
o1} Numbar of participants with aceount balances as of tha beglnningd of the plan year (only defined 5e(1
contribution plans compiete this ITBIM) wre cevesrrssrensaies PPN ST j g
{2} Number of participants with account balances as of the end of the plan year (only defined 5c{2)
CONLABULON PIANS COMPIBLE TS HBIMY.eimessatirssecnsnsscsassinersesstesessraserssessassssrrsssas s smss sosssarsssstsommssssonss 8
{1} Total number of active participants at the beginning of (e DIAR YA« .over.....oo oo ees oo 5d{1) 4
d{2) Total number of active participans at tha end of the plan year.......... rerea s trat e seren bt e s e 5d{(2) 0
2 Number of pariicipants who terminated employment during the plan year wilh accrued benefits that So
were foss 1 100% vaSIEM i e rersesasessscecteece ces s srsmss seas popenne bobeniorysisimeans e smvst s niat ssmye 0

Cautien: A penalty for the lata or Incomplete filing o aport v«;ill bg assessed unless reasonabla cause is established.
Under penaflies of parjury end other penzlties set forth In the instructions, 1 declare that | have examined his relumirapor, including, if applicable, a Schedule
8B or Scheduls MB completed and signed by an anralled actuary, as well as the electronic version of this retuendreport, and to the best of my knowladge and

beliof, L nplele.
AT @ Ll ot [o5-{ .- 2.5 Vishwat Branmbhatt
(WA R A o !
Signature of plan administrator Date Enter hame of individual signing as plan adminlstrator

Stgnature of employerfplan sponser Data

CE Enter name of individual signing as emplayer ar plan sponsor
For Paperwork Raduciion Act Notlee, ser fhia Instructions for Form 5500-3F,

Fortn S500-SF (2024)
v. 248211
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Form 5500-SF {2024} Paga 2

6a Wers alf of the plan's assets during he plan yzar invested in eligible assels? (See nstrucliong.). ..............

b Are you dalming a waiver of the annual examination and repart of an independent quatified public acoountant {({aPAy
.under 29 CFR 2520.104-462 (See Inslructions on waiver ofigibility sind el 110131 N

Yes [ ] No

E[ Yes D No

if you answered “Mo” o sither line 62 or Iine &b, the plan cannot Lise Form 5500-SF and must instead use Form 5500,
€ Ifthe plans a delined beneft plan, is 1t coverad under the PEGG insurance program {see ERISA section 4021)2 .....[ ] Yes [Ino [} Not determined

It“Yaa"Is checked, enter the My PAA confiemation number from the PBGEC premium filing for this plan ysar

- {Sae instructions,}
{_Part il | Financial Information
7 Pian Assels and Llabililiss {a) Beginning of Year {b) End of Yaar
& Tolal plan assets...rcveeseeen, \ B38GG0 475856
B Total DIan BABHINES ..ovvsevesesreesssss st st seestoecseseeestoesseessessenees oo
€ _Nat plan asgels {sublract fine 7k from Bne 78} ... 838800 078856
8 Inoome, Expenses, and Transfars for this Plan Year {a) Amaunt. {b) Total

a8 Conhitndions receved or recelvabie from:

1) EMPIOVORS oot scsc v seaeeensnsssssnnen ceeenoens Baf1) 13645

{2} Partiients, oo | 88(2) 33780

{3}_Others {inciuding rolloversh...... e eesseras e | 82{3)
D Clher 160ms (085 urvvmnerriien rettatedunnessammsmrsrans 8h 83079
€ _Tolal Income {add lines 8a{1), 8af2), 8a(3}, and 8b) Be ' 145475
d Banafils paid (Including direct rollovers sad insurance pramiums

{0 provide benefits)................ . weceee | Bd 7286
e Cerlain deemed andfor corractive distributions (sze instruclions) . Ba
f _Administative service providers (salaries, fees, commissions)..... Bf 250
g Clher eX00n868 e srecsssrsresesses (SO tressmensarmias 8y R
h_Tolal expenses {add lines &d, 8e, 8F, and 10} O 8 7519
i Netlncome {toss) {subiract line 8h from 0o 86)..ovveren i 8i 137956
i Transfers fo (from} the plan: (see HSPUCHONG D caeesvermnceneerenressson - 8 o

| ParbiV:| Plan Characteristics

9a

2E 2F 26 2 27 W

ITthe plan pravides pension benefiis, enter the appticable pension fealure codes from the List of Plan Characteristic Codes i the Instructions:

b

1 tha plan provides wslfare benefils, enfer ihe applicable wellare feature cades from the List of Plan Characleristic Cades In the insfrugtions:

|‘ par -:.'% Compliance Questions

1 Dudng the plan yean: Yes | Mo Aot

& Was lhere a fafure fo ransmit to tha plan any participart contributions within the time period

describad In 29 CFR 2510.3-1027 Continue to answer *Yas” for any prior year faflures untll fidiy

cairected. (See instructions and DOL's Volunlary Fidutiary Correclion Prograrm)....ee.. T 104 X
b Were there any nonexemnpt rangactions with any pary-inInterest? {E3a not Include ransactions

reported on BNe 108.) .. ocsercoer oo N ST X
€ Was the plan coverad by a Rdalify bend? LR LA b £1 124 R bk e ar e R AR o411 s e we] 4o X
d Did the plan have a loss, whather or not reimbursad by the plan's fidality bond, that was caused

by fraud or d;shnnesiy?.'¢ 10d X
8 Were any fees or commissions paid to any brokers, agents, or ather g}ersons by an insurance

carrier, insurange service, or othar organization thal provides some or all of the benelits under

the plan? (S66 INSLAUCHONS. .. .eer vt oo S e X
f  tlas the plan falled lo provide any benefit when due undar the plan? ..o 10f X
g Did the plan have any parficipant loans? (f *¥es,” enter amount as of year-and) . e I L] X
h 1 inis 15 an Individua! account plan, was thers a blackeut period? {Ses instructions and 29 CER

25204013 et s s, | 108 X
i if 10 was answered “Yes," check the box If you efther providect the required notics or one of e

exceptions to providing the: notice applied undar 28 GFR 2520.101-3 ssrestberss s sresssnses o tesresanses | B8




/14745 W9:17:3¢ Heid Health - Reid Health Fage bub

Form 5S00-SF (2024) Pagn 3-| 1

l Parf Vi, I Pension Funding Compliance

11 isthis & defined benedit ptan subjeel to minimum funding raquirements? (I "Yes,” sag Instructions and cormplete Schedule SB
{Form 5800) and nas 112 and b balow.) If this Is a defined cantribution pension plan, leave line 11 blank and complets fing 12 D Yas |:| No
be!ow

8 _Enler tha unpald minimum required contributions for all years from Schedule 88 (Fam 5800 ine d.... ... ! 11a !
b PBGC missed contribution reparting requitements. If the pian Is covared by PBGC and the amaunt reporied on line 11a s greater than $0, has PBGG
bean natifiad a8 required by ERISA seclions A4043{c)(5) andror 3LAR)4)? Cheok the applicable box:
Yes.

adinyip,

D Na. Reporting was walved under 28 CFR 4043.25{c)(2) bacause contdbutions equal 1t or exceading the unpald minimuem required coniribution
ware made by the 30th day afler the due date.

D No. The 30-fay period reforenced in 29 CER A043.25(c}{2) has net yet ended, and lhe sponsor inkends to make a gontribution equal to or
exteeding {he unpald minlmum required sonirbution by the 30th day aflter the due dale.

D Na. Oftier, Provide sxpianation

12 1s this a defined contribution plar aublect to tha minimum funding requirements of aadtion 412 of the Code or seclion 302 of
ERISAT oimmrstsisssisenrsasntsmsrisecssmessioseeseesoeseuns rrreriarars rearnerrssanas

("Ves,” complote Ene 12 or lines 12b, 12c, 124, and 128 below, a3 Sppicabie.) If e o & defre baneit pension pian. leave | L] Yes X No
ling 12 blank and complete line 14 above,

a fawaliver of the minimum funding standard for a prior year Is balng amorlized in this plan vaar, see inslefions, and enter the date of the loflar ruling

grantigg the waiver, S M e e s e s avsnvmssns s testesesessnenes o MADFEER Day Year

If you: campletad line 12a, complete lines 2,9, and 10 of Schedule MB (Form 5560), and skip to line 13,

b Enferthe minimum required contribution for this plan YOAE sttty res st i1t et e et saremer s sbasesmenecses st eeses 12h

C Enter the arount contributed by the employar to the plart for hig plan year 12¢

d Sublract the amount in line 126 from the ameunt in fne 12b. Enter the result (enter 2 minus 3ign o the Taft of a 134
negative amount)

€ Will the minimum funding amaunt feporied ¢n fine 12d ba met by the nding deadling? ... s D Yes E] No D NiA

A 3
| Plan Terminations and Transfers of Assets
132 Has a resolution to tenvinate [he plan bean adopted in any plan vear? e k£t e nnt et eae s E] Yo D Ne
8 _If "Yes," enter the amount of any plan assels that reverted 1 the amplover ihis vear............ . 13a ]

b Ware ail the plan aseets distributed to particlpants or beneflularies, transferred to another plan, of brought under the ' D ¥ @ N
control f e PROCT ..o e . s °8 & No

© I, during this plan year, any assels or lablitles were lransterrad from this plan la another plan(s), idanlify the plan(s) o
which gssets or fiabifities ware transferrad, {See Instructions,)

13c(1) Name of plan{s); 13e(2) EIN(S) 13c(3) Pr(s}

TRILELaf e dieny s anas, ket e,

L Part Vill:] IRS Compiiance Questions

142 Does the plan salisly the covarage snd nondiscriminalion tesls of Code sactions 410(b) and 401(a)(4) by comblning bl pian with any other plans under
the parmissive aggregation mules? ] Yes K] No

t4b i 1his Is a Code seglion 401 {k) plan, check all boxes that apply to indicats how the plan is Infended (o satiafy the nondiserimination requirements for
employee defermals and emgloyer maiching sonfributions (as applicabla) under Code seclions A0N(K)3) and 40H{m)(2),
' Desfgn-based safe harbor methed

Il *Prior year ADP test
[] “Current yenr ADP tost

[] NiA

15 Ifthe plan sponsar s an adopler of a pre-approved plan that received a favorable IRS Opinton Lotisr, entar tha date of tha Qpinton Lattar 06/30/2020
(MMISDIYWY} and the Gpinion Letler serial number Q7031914 Tm——




-~ 3958 Application for Extension of Time OMB No. 1645-1610

(Rev, January 2025 To File Certain Employee Plan Returns

Department of the Treasury Go to www.irs.gov/Form5558 for the latest information.
Intarnal Ravenue Service

File With IRS Only

Identification

A

Name of fller, plan administrator, or plan sponsor (see Instructlons) B  Employer identification number (EIN)
The Center for Pain Mgmt LLG 35-2128405

Number, strast, and room or suite no. (f a P.O. box, see Instructions.)
980 Chester Blvd.

City or town, stats, and ZIP code
Richmond, IN 47374

Name of plan D  Three-digit plan number (PN}
The Center for Pain Mgmit, LL.C 401(k) Plan oco1

Plan year end date
12 31 2024

Extension of Time Te File Form 5500 Series, and/or Form 8955-SSA

[] Check this box if you ars requesting an extensicn of time on line 2 to file the first Form 5500 series return/report for the plan listed
in Part |, tem C, above.

| request an extension of time unti! 10715 4 2025 to file Form 5500 series, See instructions.

i request an extension of time until 10716 ;7 2025 to file Form 8955-SSA. See Instructions.

The application is automatically approved to the date shown on line 2 and/or line 3 {above) if (a) the Form 5558 is filed on or hefore
the normal due date of Form 5500 series, and/er Form 8955-SSA for which this extension is requested; and {b} the date on line 2
and/or tine 3 (above) is not later than the 15th day of the 3rd month after the normal due date.

For Privacy Act and Paperwork Reductlon Act Notice, see instructions. Cat. No. 12005T Form 5558 (Rev. 1-2025)



