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
PULMONARY CARE & SLEEP ASSOC A PROF MED CORP DEFINED BENEFIT PLAN (PN) > 002
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) 90-0068632
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
PULMONARY CARE & SLEEP ASSOCIATES A PROFESSIONAL MEDICAL CORPORATION C Sponsor's telephone number

714-964-9060

2d Business code (see instructions)

11190 WARNER AVENUE, SUITE 403
FOUNTAIN VALLEY, CA 92708 621111

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. 10/10/2025 HOANG LE
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 2764572 3026508
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 2764572 3026508

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) 27647

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

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 261192
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 288839
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 @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 26903
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 26903
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 261936
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? ... 10c | X 350000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 | 11a | 19117

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 07/ 31/ 2021
(MM/DD/YYYY) and the Opinion Letter serial number_ Q705360A,




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 |nCOmeIr?tZ(;rL:;IIt}éé\(;tegL;Qggdgfgl!zp(\%:dn:)'sectlon 6059 of the This Forrlrrl‘llsspg(?tie: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
PULMONARY CARE & SLEEP ASSOC A PROF MED CORP DEFINED BENEFIT PLAN 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)
PULMONARY CARE & SLEEP ASSOCIATES A PROFESSIONAL MEDICAL CORPORATION 90-0068632
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 3017978
D ACHUBIAI VAIUE ... s 2b 3017978
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 0 0 0
3 3085576 3085576
3 3085576 3085576
4
a Funding target disregarding prescribed at-risk assSUMPLIONS ............ooiiiiiiiiiiiiie e 4a
b Fuqding target reflecting at-r.isk assumptipns, but disreggrding 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 5.33 %

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 10/08/2025
Signature of actuary Date
MICHAEL FLATEBO 23-09151
Type or print name of actuary Most recent enroliment number
PENSION PROFIT SHARING SERVICES INC 562-594-4051
Firm name Telephone number (including area code)

5212 KATELLA AVE SUITE 206
LOS ALAMITOS, CA 90720

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

(a) Carryover balance

(b) Prefunding balance

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

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 5.00 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 attainMmENt PEICENTAGE. .......c.c o ettt h bbb e et b e e h e b e b e et e b e seene e b et e ae s s e e et et e e s

14 97.80 %

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 98.07 %

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

92.97 %

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

10/15/2024

19117

09/12/2025

786

09/12/2025

7744

27647

Totals » | 18(b) 18(c)

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............ccccccoviiiinneenn.
b Contributions made to avoid restrictions adjusted to valuation date. ...............ccccoeevevevereuererereeeece e

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

19a

19117

19b

0

19c

7178

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 @ Yes D No

b If line 20ais “Yes,” were required quarterly installments for the current year made in a timely manner?.............cccocooveeeoeeeceeeee e [[ Yes B[ 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

) 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:

a Segment rates:

1st segment:
5.07 %

2nd segment:
5.33 %

3rd segment:
5.59 %

[ | N/A, full yield curve used

b Applicable month (enter code)

21b

3

22 Weighted average retirement age

22

62

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

attachment

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

AHACHMENT ... e 27
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PriOr YEATS ............ccccuivevivereieeeeceeeeaeie et 28 19117
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 19117
(UL LCI S ) T PP PP
30 Remaining amount of unpaid minimum required contributions (line 28 minus liNe 29) ..............cccoceevevevevevereeenne. 30 0
Part VIII | 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 67598 7172
b Waiver amortization installment...............cccovevoviuiucueieeeeececeeeeeee e
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 7172

Carryover balance

Prefunding balance

Total balance

35 Balances elected for use to offset funding

FEQUIFEMENT L...eiiiiiiiiiei e 0
36 Additional cash requirement (line 34 MINUS INE 35) ........c.oiioe oo 36 7172
37 %m)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 7178
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 6
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances........... 38b
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 all years 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. D 2019 D 2020

[ ] 2021
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Depactment of lho Tieasury Benefit Plan 2024
ntetnat Revonuo Sarvice This form Is required to be Med under seclions 104 and 4066 of the Employee Rellremont
Deperiment of Labor Income Securlly Ac! of 1874 (ERISA), and secilons 6057(b) and 6058{a) of the inlernal 5 ¥ o
Employeo Benlts Securly Adimiisiwion Revanue Code (lhe Code), T';z bl?:;:l !:p ¢ 3;;1 fo
Pendlon Bansft Guataniy Gorpotallen »_Complole all entilos in accordance with the Instructions to the Form 6500-8F,
| Part! [ Annual Report |dentlification Information
For calendar plan year 2024 of fiscaf plan yeas beginnlng 0170172024 and ending 1273172024

A This returnireport Is for:

B This relurnfrepor s

G Chack box I flling under: @ Form 5558
D speclal extahsion (enter descripllon)
D if the plan is a collectively-bargalned plan, chock NOT s s s, b D
E I thls Is a retroaclively adopled plan permitled by SECURE Acl section 201, chack here . .. r]

[%] a singls.amployer ptan

U the first relurnireport
D an amended returnfreport

D & muliple-amploysr plan {not mulitemployer} (Penslon Plan filors checklig this box

must attach Schedule MER, Olher plans must atiach a fist of parliclpating smployer
Informatlon In accordance with the form Instruclions.)

D lite final retutnfroport

[Jautomatio extenslon

D a shotl plan year relurn/report (loss than 12 months)

[] bFVG program

 Partil | Basic Plan Information—enter all requosted (afarmation

41a Name of plan

4 Thres-digit plan number

PULMONARY CARE & SLEEP ASSOC A PROF MED CORP DEFINED BENEFIT (PN > 02
PLAN 1c¢ Efleciive date of plan
01/01/20315
2a Plan sponso's name (employer, I for a single-employer plan) 2b Erployer ideniificatisn Nember (EIN)
Malling address (Include reom, apl., sulle no. and sirael, or £.Q, Box) 900068632

Cliy or town, state or province, counlry, and ZIP or foreign postal code (il forelgn, soo Inslruclions) 26

Sponsar's lelephone numbsr

PULMONARY CARE & SLEEP ASSOCIATES A PROFESSIONAL MEDICAL CORPORATION 714-964-9060

11190 WARNER AVENUE, SUITE 403

FOUNTAIN VALLBEY Ch

92708

2d Business code (ses Insteucilons)

621111

3a Plan adminlstrator's name and address [¥] Same as Plan Sponsor,

3b Adminisikator's EIN

3c Adminislealor's lofophons number

4 1f the name andlor EIN of the plan sponsor o the plan name has changed since the iast refurnirepoil | 4b EIN

fited for this plan, enter the plan sponsor's nama, EIN, the plan name and the plan number from the

las! reluinfreport, 4d PN
a Sponsol's nams
€ Plan Name
5a Tolal number of parliclpants at the beginnlng of the pPlan Yeam . i, ba 3
b Total number of parielpants al the &nd of 1he PIAN YEALuwu . s smirsrsmss s ssssbissess 5b 3
c(1} Nurmber of paricipants with account balances as of the beglaning of iho plan year {only defined B6(1)
contribulion plans complete this Hem}...wmeen R e e s s s e *
c{2) Number of parficlpants with sccount balancos as of the end of Lhe plan year {only defined
5c(2)
coniribullon plens complels this (oM} . wn i g s s
(1) Total number of active patliclpants at the beginning of he plan Year .. s s §d(1) 3
d{2) Total number of active participants al the end of the Pln YORE s 5d(2) S
@ Number of pailicipants whe lerminated employment during the plan yeer with accrued boenefits Lhal Eo 0
were 1253 1han 100% VOSIBA .. v ieiiisriirsns st sireesistass st sesing sssss s rss o1 1L 1R b b baa smessbaseasy o v
Catition: A penally for (ha fale or Incomplote fliing of this eeltirnfroport will be assassod unless roasonable cause Is osla hilshed,

Under penalies of perjury and other penalties sel forih [n The Inslrucllons, | declare that | have examined this returfrepor!, Including, If appllcable, a Schedule
ary, as well as the elesiranle verslon of this relurnfrepor, and to the best of my knowledge and

8B or Scheduls MB complelad end sighed by an ehcolled acly

bebef, [t s true, cojrec cotnplo -~ 2] =

SioN / __—— [ O{(8{ LS |nonve 1E

HERE Signaturo o'l ;;EW Date ) Enlar nama of Individual signing as plan adrminlsiralor

SIGN

HERE Signaturo of employeriplan sponsor Dale Enler name of Indlvidual stghing as employer or plap sponsor

For Paporwork Reduction Acl Nolice, soo the Instructions for Form 6600.5F,

Form 6600-8F (2024)
v, 240314



FForm 5500-SF (2024) Page 2

Ba Were ali of the p]lan's assels during the plan year invested in eligible assels? (See INSUGHONS. Juicie it

b Are you clalming a walver of the annual examination and report of an independent qualified public accountanl (IQPA)

C If the plan Is a defined benefit plan, is it covered under the PBGC Insurance program (see ERISA section 4021)7

under 28 CFR 2520,104-467 {See instructions on waiver eliglbllity and conglions.}a..... i,
If you answered “No” to either line 6a or #ine 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this ptan year

YesDNo
@YesDNo‘

...... |:| Yas @No [:l Not determined

. (See instructions.) ;

[ Part Il | Financial Information

'

7  Plan Assels and Liabilities (a) Beginning of Year {b} End of Year
B TOlA! PIAN ASSOIS ......o..soereereseiesessesssnsrasesssssrarierstsssssssssstsssessesseses 7a 2,764,572 3,026, 508
B Total PIan BabilitIes .....everreeeeeeeeeeeersveveseecbermsmscssssesssvessissssessssessssress 7b 0 4
C Net plan assets (subtract ling 7b fram e 7a)....coervierrionssicserinns: 7¢ 2,764,572 3,026,508
8 Income, Expenses, and Transfers for this Plan Year {(a) Amount {b} Totai
a Contributions recelved or receivable from: : '
{1} EMPIOYELS ...ovvespecriencsseeiesseeeeesenss Ba(1) 27,647
(2) PartiCipanks.....covciimsss it 8a(2)
{3) Others (including roHovVers). ..o 8a{3)
B Other INCOME {JOSS}.eouvvreerrmsirresioeceresesssesesmsmessiesssesmsssssissasssassans 8b 261,192
¢ Total income (add lines 8a{1), 8a(2), 8a(3), and 8b}.....comrvecrserions B¢ 288,839
d Benefits paid {including direct rollovers and insurance premiums :
to provide benefits). e i e 8d
€ Certaln deemed andfor correclive distrlbutions (see instruclions}. B
f Administrative service providers {salaries, fees, commissions)..... 8f
0 OINET BXPERASES c.vvvvcerresrerssessssesscsestes esssssrssarissssssssassse s sscsssscs Bg 26,903
h Total expenses (add lines Bd, Se, 8f, and 89) 8h 26,903
i Netincome {loss) {subtract fine Bh from line Bc) ............................ Bi 261,936
} Transfers to {from} the plan {see INSWUGHONS) .ovvceeecseisersenns 8j -
Part [V [ Plan Characteristics
9a |ifthe p3lan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes jn the instructions:
1A 3b
b |If the plan provides weifare benefits, enter the applicable welfare feature codes from the List of Plan Characleristic Codes in the instructions: ,
| PartV | Compliance Questions
10  During tha plan year: Yes | No Amount
a Was there a fallure to Iransmit to the plan any participant contribulions within the lime period
described in 28 CFR 2510.3-1027 Continue to answer “Yes” for any prior year failures until {ully
corrected, (See Inslruciions and DOL's Voluntary Fiduciary Carrection Program)..........cccoveeeeene | 108 X
b Were there any nonexempl transactions with any party-in-interest? (Do not include ransaclions
FEPOHET 0N NG 108 orverreenereeerrreeeemmserreessemsremssssssssssssssssssnssrmsssssssssssssssssssrssnssssssssssansssseeccrcceesss | 10D X
€ Was the plan covered by a fidelity DONA? s e mesmensensesssimssssssssssscassmsmsnes | 40 | % 350,000
d Did the plan have a loss, whelher ar not reimbursed by the plan's fidelity bond, that was caused
by fraud oF ISHONESIY? ....cveveeeierereriaes s seesesmrace e cresebs st sisssssnss s e st srsenssrsecss | 100 X
€ Woere any fees or commissions pald to any brokers, agents, or other persons by an insurance
carrier, fnsurance service, or olher organization that provides some or all of the benefits under
the plan? (See InStruclions.) e srisaes e e 10e X
f Has the plan failed to provide any benefit when due under the plan? ......coeeoncnene | 40f
g Old the plan have any participan! loans? {If "Yes," enter amount as of year-and.) .....c.vwanrerees. 10g
h If this Is an individual account pfan was lhere a blackout period? (See instructions and 29 CFR
2520.104-3) ... oot sttty eesreeens s e seenesemiessessessosresseseosesssensersonsememmessmeossrensors | 1O , X
i I10hwas answered “Yes," check the box :f you either provided lhe fequlred notice or one of the
exceptions 1o providing the notice applied under 28 CFR 25201013 ....ceieeceet et 10i




Form 5500-SF (2024) Page 3-

Part VI | Pension Funding Compliance

11  is this a defined benefit ptan subject o minimum funding requirements? {if "Yes," see instructions and complele Schedule S8
{Form 5500) and lines 11a and b below.) If this is a defined contribution penston plan, leave line 11 blank and complete line 12 @ Yes D No
DIBIOW, oovveeveiosevies v vvesvnes s sarastessas e ranessses sbrmrbres s ears sgenerdsgs oqeass e sesssinsnessame bers 48 LEFS 14 s st s o d4a 0 AAEA L L L4 1 A1 0 AP ARRE ST 03 gy e e T s e bu b AU s S E PO E LS YT A T
a Enter the unpald minimum required contributions for all years from Schedule SB (Form §500) ine 40 ..o, | 11a I 19,117

b PBGC missed conirlbution reporiing requirements, If the plan is covered by PBGC and the amount reporied on line 41a is greater than $0, has PBGC
been nolified as required by ERISA sections 4043{c){5) and/or 303(k){4)? Check the applicable box:

D Yes.

D No. Reporling was walved under 29 CFR 4043.25(c){2) because cantributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date,

D No. The 30-day period referenced In 28 CFR 4043.25{c)(2} has nol yel ended, and the sponsor Intends 1o make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

[] 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 :
ERISA?T .. - “ D Yes No
(If "Yes," complele line 123 or lmes 12b 12c 12d and 1Ze be!ow as appllcable ) If !hls }s a deﬂned ‘benefit pension plan, leave
line 12 blank and complste line 11 above.

a If a waiver of the minimum fund:ng slandard for a prior year is bexng amortized In this psan year, see instruclions, and enter the date of the letter ruling
granting the waiver, ... Month Day Year

If you completed line 12a, comp!eta Ilnes 3,9, and ‘10 of Schedule MB (Form 5500), and skip {0 Ilne 13.

b Enter the minitmum required contribution for this plan year .. 12b

C Enter the amount contributed by the employer 1o the plan for this plan year 12¢

d Subtract the amoun! in line 12¢ from the amount in fine 12b. Enler the result (enter a minus sign (o the left of a 12d
NEGAIVE BMOUNEY 111eruiecorsirriasamra e i et s e bbbty ety e pr g st se st aba et LS e )

€ Wil ihe minimum funding amount reported on line 12d be mei by the funding deadiine?..... e, D Yes D No D NA

Part VI | Plan Terminations and Transfers of Assets

13a Has a resolution fo ferminate the plan been adopted In aNY PN YEAT ..o oessssees D Yes @ No

a If"Yes," enter the amount of any plan assets that reverted to the emp]oyer this year... reeeererenneners | 138

b Were all the plan assets distribuled lo partampan!s or beneficiaries, transferred to another plan or broughl under the D Yes @ Mo
controt of the PBGC?.. trbieseeetp s s cises

€ I, during this plan year any assets or liabllities were transferred from this plan to another plan(s) Identify the plan(s) to
which assels or liabilities were transferred, (See instructions.) ‘

13¢(1) Name of ptan{s): i 13¢(2) EIN(s) 13c(3} PN{s)

[Part VIl | IRS Compliance Questions

44a Does the plan salisfy the covarage and nondiscrimination tesis of Gode sections 410(b} and 401(a){4) by combining this plan with any other plans under
the permissive aggregation rules?[ ] Yes [X] No

14b if this is a Code section 401(k) plan, check all boxes that apply to Indicaie how the plan is intended to satisfy the nondiscrimination requirements far
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

X~

15  If the plan sponsor is an adopter of a pre-approved plan lhat recelved a favorable IRS Opinlon Letter, enter the date of the Oplnlon tatter 07/31/2021
{MMIDD/YYYY) and the Opinlon Letter serial number, Q705 .




SCHEDULE SB Single-Employer Defined Benefit Pla
(Form 5500) Actuarial Information

. Deparimenl of the Treasury
Intamal Revenue Service

This schedule Is required to be fled under secllon 104 of the Employee

n

OMB o, 1210:0110

2024

Doporiment of Labor
Eﬂ; ’:::;: :’::::::; .:: :; ::) r::: :': ‘:m Retlrament ln::omelr?‘e;t;r::::‘l‘h'(R 23: gL ;%‘;d{:mseg :;:) ,secllon 6059 of the This Fo";:' Lspf :t?:n‘o Publlc
» File as an attachment to Formn 5500 or 5500-SF.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and endlng 12/31/2024
} Round off amounts to nearest doflar, '
¥ Caution: A penally of $1,000 will be assessed for lale filing of this report unless reasonable cause is established,
A Name of plan B Three-digh 202
Pulmonary Gare & Sleep Associates, A Prof Med Corp. Defined Benefit Pian plan number {PN) 4
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF .| D Employer Identification Number (EIN)
Pulmonary Care & Sleep Assoclates A Professional Medical Corporalion $0-0068632
E Typeofplan: ] Single [] Muliple-A [] Mutiple8 | |F Proryearpiansize: [ 100orfewer [ 101-500 [ Mors than 500
‘ Part| l Basic Information
1 Enter lhe valuation date: Month 12 Day 3 Year 2024
2  Assets:
B IMATKEL VAU 11 11ssssresnseisanssnssvoreaenssesssssassasssssssmss s sasess s as s pgaspssspssssssesersestssssst s asssssssessssssssseesssssressensnesss]_ S8 3017978
D ACIUBIHAL VEIUB cvvvvvisvsressissssasssossssmionsrisssssmssrsssnsmyssrensassassesssasssasess TR I ] 3017978
3 Funding target/panticipant count breakdown ‘ (1) Number °f (2) Vesied Funding | (3} Tolal Funding
_participanis Target Target
a For relired participants and beneficiarles receiving payment.. ..o eovereimmnne] « 0 0 0
b For terminatad vested panticiDants........ e s s i s 0 0 0
C For active parlcipants ... 3 3085576 3085576
O O] evursrrssnsressrteisestvesse s v vaves b b AT b g a e g A s e SRS AR RS RaSanR b RS V00 3 3086576 3085576
4 Iftheplanisin atrisk stalus, check the box and complete Hnes (8) AN (B).crieerrerrsessmsrrersinse B )
a Funding target disragardlng prascribed at-risk assumplions ... S I
b Funding targe! reflecling at-risk assumplions, bul dlsregard:ng translllen rula for plans iha\ have beem In 4b
at-risk slatys for fawer ihan five consecutive yesrs and disregarding loading faclor .. imismmerisisisans
B EfCHVE INBTESLIBLE rvrsrrrvrsvirerisservsconsesssessaressessessessssrssansss rrassbss nsr benstrsssbinsnsssabsss edssssiasassssts 5 5,33 %
6 Targel normal cost
@ Prosent valua of CUrfent Plan YEar BOCTUBIS ot sniressbsesartismmst s ssnssssssssppengssenspsnnnend | O@8 0
b Expected plan-related expenses .., 6b 0
© TAIGOL NOMNA COSLuvvvvrevarernereesrisssnsssrnsssantsonsesesmastaesssssssarsssssssmssersasssssssasrissssseisssassessmssstvsissnssmssresssssssrsnssss] B0 ¢
Statement by Enrolled Actuary
To the bost of my F fadge, tho ink t ppiad In this schodvlo and accompanying schadut 1ot ts and eilsch il any,Is {ste and acoumis. Each prescoibad assumption was appliod in
with applicablo law and ¢ J !n my opinion, sath other assumpllon is roasonable (laklng Into aceount the expsience of the plan and roasonable oxporiations) and such other assumptions, In
combinglion, onormy bosl osll ola: padance under the plan,
SIGN m] g“/
HERE 10/08/2025
Slgnature of actuary Date
Michael Flatebo 23-08151

Type or prini nama of acluary
Penston Profit Sharlng Services Inc

Most recent enrollmert number

(662) 504-4054

Firm name
5212 Katella Ave Sulle 206

Los Alamltos, CA 90720
Address of the firm

Telephone number (Including area coda)

if the acluary has not fuily reflected any regulation or rullng promulgated under the statute in completing this schedute, check the box and see instructions D

For Paperwork Reduction Act Notlco, seo the Instructions for Form 5500 or 5500-8F,

Schedulo SB (Form 5500} 2024
v. 240311



Schedule SB (Form 5500) 2024

Page 2 -D

Part 1l Beginning of Year Carryover and Prefunding Balances

{a} Carryover balance {h) Prefunding balance

7 Balance at beginning of prior year aflar applicable adjustments (line 13 from prior

VAT oo viviiieetseeescesiesseenenssseesssresesstbeeentanbed basbsobersebsbeEsonstLbaEebbabe s s ebete st et ebesrasasasrassansred Q 0
8 Portion elected far use lo offsel prior year's funding requirement (line 35 from prior

WBAT) tiivaieissssisssnessasra o s avrs s e s rrrmt s s s L e b L e 64T YT AT 1SR RSO R R TS re AT e e O YIS S A e s sy e ATt g e s e nnvasaaerd
9 Amoun! remaining (HNe 7 MINUS IINE 8) vreverrereriiviiinriririsriesrssrissiorssn e svsrsessessrained 0
10 Interest on line 9 using prior year's actual return of 7.4 % 0
14 Prior year's excess contribulions 1o be added Lo prefunding balance:

a Preseni value of excess conlributions {line 38a from prior year} .........ccciinndd

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 rale of 800 % .o 0
b(2) interest on line 38b from prior year Schedule SB, using prior year's actuat
TEIUIN 1ovectinrenreseeisiesnes srisesnsssesssssnssressnstsesasstsemniressiesresesesnmansnsesrsensnsssssssunsasans ]

G Totaf available at beginning of cument plan year 1o add to prefunding balance ............... o

d Poriion of (¢} to be added 10 prefunding DAIANCE ... e
12  Other reductions in balances due lo elections or deamed elections ............c.ceveveve.s
13 Balance at beginning of current year (line 8 +line 10 + line 11d —line 12) ......0covvevvo. 0 0

Part Ill Funding Percentages

14 FUnding targel ATAINMENL PBICEIMMAGE ... ..o ooeeceee e coeereeeeoeesee s seerseossseeresesesosssesessserseseessmmsresemsosssemssesesensessessmssoesssmsesesresoreiossessmmamsresmensrmarsense] 1 b 97.80 %
15 Adjusted Unding target aUAINMBNL DEICEIMAGE .- .o...eiveeeecteercerete st et e eestes e beest e b et e s reassncessrasmrenssesbne s et et ve b v eeei b it beriniesseoe 15 98.07 %
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16

YEA'S TUNING TBQUITEIMIBNL..........ecveirsseeevesieereeceariesseeresessssassssstessteassassssssssssisssasasasassserssssnsiesssnssesssensmrnssensasssnstssasssasetosessesesessmnssesesenn 92.97 %
17 i 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 lo the plan for the plan year by employar(s) and employees:

(a) Dale {b) Amount paid by (e) Amournt paid by (a) Date {b} Amount paid by {c} Amounl paid by
{(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s} employees
10-15-2024 18117
09-12-2025 786
09-12-2025 7744
Totals » | 18(b) 27647 18(c) | 0
19 Discounted employer coniributions — see instructions for small plan with a valuatlon date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prioF Years. ... ceeccieecv e 19a 19117
b Contribulions made to avoid restrictions adjusted (o valuation date. ... it 19b 0
€ Conlributions allocated loward minimum required contribution for curent year adjusted to valuation dale.................. 19¢ 7178
20 Quarterly conteibutions and liquidity shortfalls: '
a Did the plan have a "funding shortfall” for the prior YEar? ..o et s rn s s srsssssssaransn E Yes |:| No
b Hline 20a is “Yes,” were required quarterly inslaliments for the curren! year made in a timely mannef'?D Yes E| No

¢ Ifline 20a is "Yes," see instruclions and complete the following labie as applicable;

Liguidity shortfall as of end of quarter of this plan year

(1) st 2} 2nd

(3) 3rd

(4) 4th

|
i
Z
|




Schedule SB (Form 5500) 2024 Page 3

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

21 Discount rate;

a Segment cales: fet seg'rggnat/:o 2nd sesgggan;; 3rd segln;grﬁ D N/A, full vield curve used
b3 ApPHCADIE MOREN (BIIBT COUBY 1vvvrvrierreesvererecsreeerersreserensansessarresesersssseereaesssnsessbscssr s ot bbb e s ra b rE bR R 10 21b 3

22 Weighled aVErage TBHFEMEN BB ....ovivevevuereesveseeseessesaosssecmsreesssseeesssssseesetoessasesemssssss s o soossssssasssssrssassessissasis 22 62

23 Morlality table(s) (see instructions) @ Prescribed - combined D Prescribed - separate D Substilule

Part VI |Miscellaneous ltems

24 Has a change been made in lhe non-prescribed actuarial assumptions for the current pian year? If “Yes,” see instructions regarding required
BUACHIMBNL ...ttt s s o1 213190t e, D Yes El No

25 Has a method change been made for the current plan year? i “Yes," see instructions regarding required altachment.................................&] Yes |:| No

26 Demographic and benefil information

a s the plan required 1o provide g Schedule of Active Participants? f "Yes,” see instructions regarding required attachment. ............. D Yes E No

b Is the plan required lo provide a projection of expecied benefit payments? if “Yes,” see instructions regarding required attachment... D Yes E No
27 if the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

21 = Tot 117 1Ty T OOV PP T PP T TP U U O TP LT E L LTI ITTTPTTEIUT P POy

Part VIl | Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28  Unpaid minimum required comtribulions for alt PrOL YBATS ........ceniisc e siseearmrrsss s rsseionsens 28 19117
29 Discounted employer contribulions alfocaled toward unpaid minimurn required contributions from prior years 29

(018 TOEY ..o oeeeereeeeeeereeeeeecesieseeeeems e ds st s b ee kst s 0 R eeR b s b st st sessenssee s ssree s 2T E R eSS kit 19117
30 Remaining amount of unpaid minimum required contributions {line 28 minus line 28}.............. s 30 0

Part Vill |Minimum Required Contribution For Current Year

31 Target normal cost and excess assels {see instructions):

a Target normal cost fing BC) e eeerrrcee 31a 0
b Excess assels, if applicable, but not greater than line 31a 31b
32 Amortization installments: Outstanding Balanca _ instaltment
a Net shorifall amortization instalment ... e 67598 7172
b Waiver amorlization installment..... ereareser et
33 If a waiver has been approved for this plan year, enter lhe date of the ruling letter granting the approval 33
(Month ' Day Year } and the waived amount.........covevsseererieeens
34 Total funding requirement before reflacting carryover/prefunding bafances (lines 31a- 31b + 32a + 32b - 33)...0 34 7172
' Carryover balance Prefunding balance Tolal balance
35 Batances elected for use to offset funding
requirement ,......c.oeevenne 0
36 Additional cash reguiremant {line 34 MINUS HNE 35) ..ot oot ssb e sss s s snsssnssssss et e 36 7172
37 Contribulions aliocaled toward minimum required contribution for current year adjusted fo valuation date (line 37
T9CY i b YO 0P b a et s e e eann st s sentnan 7178
38 Present value of excess contributions for current year (see instructions)
a Total {excess, if any, of line 37 over line 36) 38a 6
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances........... 38b
39 Unpaid minimum required contribution for current year {excess, if any, of line 36 over line 37). 39
40  Unpaid minimum required contibulions for Al YEaS ......c.c..eoveceerecseie st srse s scssas bt s 40

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

41 1f an election was made 1o use the exiended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicale the first
plan year for which the rule applies. I:[ 2019 D 2020 D 2021




Attachment to 2024 Schedule SB, Line 19 — Discounted Employer Contributions - EIN: 90-0068632 PN: 002

Pulmonary Care & Sleep Associates, A Prof Med Corp.
Defined Benefit Plan

Discounted Employer Contributions

Plan Year: 1/1/2024 to 12/31/2024
Valuation Date: 12/31/2024

Quarterly Installment Payment: $1,613.70

Date Amount Year Rate Period Adj Ctb
10-15-2024 19,117.00 2023 5.00% 10-15-2024 to 12-31-2023 18,393.88
09-12-2025 785.61 2023 5.00% 09-12-2025 to 12-31-2023 723.12

1,613.70 2024 10.33% 09-12-2025 to 04-15-2024
5.33% 04-15-2024 to 12-31-2024 1,457.77
1,613.70 2024 10.33% 09-12-2025 to 07-15-2024
5.33% 07-15-2024 to 12-31-2024 1,474.77
1,613.70 2024 10.33% 09-12-2025 to 10-15-2024
5.33% 10-15-2024 to 12-31-2024 1,491.97
1,613.70 2024 10.33% 09-12-2025 to 01-15-2025
5.33% 01-15-2025 to 12-31-2024 1,509.37
1,289.59 2024 5.33% 09-12-2025 to 12-31-2024 1,243.63
Totals: 27,647.00 26,294.51
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 contribution from prior years  19a 19,117.00
b Contributions made to avoid benefit restrictions adjusted to valuation date 19b 0.00
c Contributions allocated toward minimum required contribution for current year, 19¢ 7,177.51

adjusted to valuation date



Attachment to 2024 Schedule SB, Line 22 - Description of Weighted Average Retirement Age EIN: 90-0068632 PN: 002

Pulmonary Care & Sleep Associates, A Prof Med Corp.
Defined Benefit Plan

Weighted Average Retirement Age
Plan Year: 1/1/2024 to 12/31/2024
Valuation Date: 12/31/2024

Assumed Retirement Age - 100% of the participants are assumed to retire at the date the plan's normal retirement age
is attained, which is defined as:

The later of:

Attainment of age 62
Completion of 3 years of participation from beginning of entry year

Participants who have passed their Normal Retirement Date as defined above are assumed to retire on the valuation date.

Weighted average retirement age 62



Attachment to 2024 Schedule SB, line 32 - Schedule of Amortization Bases - EIN: 90-0068632 PN: 002

Pulmonary Care & Sleep Associates, A Prof Med Corp.
Defined Benefit Plan

Shortfall Amortization
Plan Year: 1/1/2024 to 12/31/2024
Valuation Date: 12/31/2024

If the plan has a funded status below 100%, the plan may require additional payments in the form of
shortfall amortization payments. A plan's amortization payments are calculated to pay down the plan's
underfunding over a fifteen year period.

Number of Value of
Amortization Future Future
Valuation Date Method Installments Installment Installments
12/31/2023 15-year 14 $19,117 $195,585
12/31/2024 15-year 15 $(11.945 ) $(127.987 )
Total $7,172 $67,598

Shortfall Amortization Charge (sum of installments, no less than zero): $7,172



Attachment to 2024 Schedule SB, line 32 - Schedule of Amortization Bases - EIN: 90-0068632 PN: 002

Pulmonary Care & Sleep Associates, A Prof Med Corp.
Defined Benefit Plan

Shortfall Amortization
Plan Year: 1/1/2024 to 12/31/2024
Valuation Date: 12/31/2024

If the plan has a funded status below 100%, the plan may require additional payments in the form of
shortfall amortization payments. A plan's amortization payments are calculated to pay down the plan's
underfunding over a fifteen year period.

Number of Value of
Amortization Future Future
Valuation Date Method Installments Installment Installments
12/31/2023 15-year 14 $19,117 $195,585
12/31/2024 15-year 15 $(11.945 ) $(127.987 )
Total $7,172 $67,598

Shortfall Amortization Charge (sum of installments, no less than zero): $7,172



Schedule SB, Line 25
Change in Method Under Revenue Procedure 2017-56
Pulmonary Care & Sleep Associates, A Prof Med Corp. Defined Benefit Plan

90-0068632 / 002
For the plan year 1/1/2024 through 12/31/2024

Effective for the Plan Year ended December 31, 2024 there has been a change in the actuarial
firm providing services to the Plan. In accordance with Revenue Procedure 2017-56, the following
conditions have been met:

1. There has been both a change in enrolled actuary for the plan and a change in the business
organization providing actuarial services to the plan

2. The method used by the new actuary is substantially the same as the method used by the prior
actuary and is consistent with the information contained in the prior actuarial valuation reports or prior
Schedule SBs or Form 5500s. Also, the method used by the new actuary has been applied to the prior
year (using the assumptions of the prior actuary) and the absolute value of each resulting difference in
target normal cost and funding target, that is attributable to the change in cost method does not exceed
3% of the respective amounts calculated by the prior actuary for that year

3. The actuarial value of plan assets, as determined by the new enrolled actuary as of the valuation date
for the prior plan year (using the actuarial assumptions of the prior enrolled actuary), is within 2% of the
value for that prior plan year as determined by the prior enrolled actuary

4. The change in cost due to the change in method is treated in the same manner as an experience gain
or loss

5. The Plan Administrator agrees with this change and has been made aware of this change prior to the
filing of the Schedule SB.



