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
DAVID J. KUCHAR DPM, LLC PROFIT SHARING PLAN PN) D 001
1c Effective date of plan
12/15/2002
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) 22-3799384
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
DAVID J. KUCHAR DPM, LLC 2c Sponsor’s telephone number
201-385-9856
C/O BERGENFIELD PODIATRY CENTER 2d Business code (see instructions)
253 S WASHINGTON AVENUE
BERGENFIELD, NJ 07621 621391
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
g, - 5¢(1) 3
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) 3
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) 4
€ 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 DAVID J. KUCHAR
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 2858778 3639538
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 2858778 3639538

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) 88019

(2) PartiCipantS..........cccceeeiuuueeiiee e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 702768
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 790787
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 10000
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 27
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 10027
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 780760
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 2R 3B 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 300000
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




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 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).

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 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703900A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee S ot
Department of the Treasury Benefit Plan
VIR PR e This form is required to be filed under sections 104 and 4065 «f ‘he Employee Retirement 2024
Departmant of Labar Income Security Act of 1974 (ERISA), and sectlons 6057(t ) .in 1 B058(a) of tha Intemal _ '
Employes Bangfits Securty Adminizrat Ravenue Cods (the Code). Thie l:;mm iz Open to
j i ; Public Inspection
PRERIESRIEI Ve Svori » Corupleta all antries in accordance with the Instructions to the Form 5500-8F. P

art 1] Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 _&nd enhding 12/31/2024
A This retum/report is for; @ a single-employer plan D a multiple-amployer plan (it | nultiemployer) (Penslon Plan filers chacking this box

must aftach Schedule MEP. Cther plans must attach a list of pardicipating employer
information In accordane: with the form instructions.)

B This return/report is D the first return/report I:] the final retum/report
D an amended ratum/report D ashort plan year return/reonrt (less than 12 months)
C Check box if filing under; @ Form 5556 [] automatic extension D DFVC program
D spacial extension (enter descriptlon)
D ifthe plan i a collectively-bargained plan, check here s mviazmines T D
E_ifthis Is a retroactively adopted plan permitted by SECURE Act section 201, check hete ... ... vy []
{5 Part'ik’.| Basic Plan Information—enter ali raquested information _
1a Name of plan h 1b Three-digit pfan number
DAVID J. KUCHAR DEM, LLC PROFIT SHARING PLAN EN) b oo1
1¢ Effective date of plan
12/15/2002
2a Plan sponsor's hame (employer, if for a single-employer plan) 2b Ernployer identffication Number (EIN)
(h:/l gﬁg? tzgflm:;tgngru;z\:ﬁlgl c?gér’ﬂ?; It::n':i'lZIal:’1 grs ;o[?::g r? ;sé?él igﬁ)a (if foreign, see instruction. ;) e
DAVID J. KUCHAR DEM, LLC ' 20, Cpcnsars BHon: rixher

C/0 BERGEMFIELD PODIATRY CENTER

253 S WASHINGTON AVENUE 2d Business code (see instructions)

BERGENFIELD NJ 07621 621391

3a Plan administrator's name and address @Same as Plan Sponsor. 3b Administrator’s EIN

3¢ Administrater's telephone nurmber

4  ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last retum‘rua;:d 4b EIN
filed for this plan, enter the plan sponsor's hame, EIN, the plan name and the plat number frorn 'ha

1ast retum/report. 4d PN
& Sponsor's nhame
€ Plan Name
5a Total number of participants at the beginning of the plan year.. — Sa 3
b Total number of participants at the end of the plan yesr &b 4
¢(1) Number of particlpants with account balancag as of the beginning of the plan year (only defir ecl 5e(1)
contribution plans complete this item) 3
¢(2) Number of participants with account balances s of the end of the plan year (only defined 5c(2)
contribution plans complete this ftem) —
d(1) Total number of active participants at the beginning of the plan year. 5d(1)
d{2) Total number of gotive participants at the end of the plan year R 5d(2)
€ Number of particlpants whae terminated employment during the plan year with accrued benefits ti s 5e 0
were Jasg than 100% vested. i e s e =
Cautfon: A pena the late or incomplete filing of this return/raport will he assessed unless; raasonable cause i established,
Under penaities of per d other pen; sef farth in the instructions, | declare that | have examin.d this retum/repont, including, If applicable, 2 Schadula
58 or Schedule MB Igted and sigrfad My an enralled actuary, as well as the electronic version of Ihi 5 refurn/report, and to the baet of my knawledge and
e, Gt /Ana c A -
/A 20 // 3 /2 «]PAVID J. KUCHAR
o nigt tor/ Date Eniiar ni me of individual signing a3 plan administrator
: e/ /s S/ IDRVED J. KUCHAR
e S oflaft gponsor Déi& Enir neme of Individual signing as emplayer or plan spansor_|
For Paperwork Reduction Act Notice, $¢e the Inatructions for Form 5500-8F, Form 5500-8F {2024)

V. 240311
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Form 5500-5F (2024) Page 2
6a Waere all of the pian's assets during the plan year invested in ellgible assets? (See instructions. 1. @ Yes D No
b Are yau clsiming a waiver of the annual examination and teport of an independent qualifisd p|,||)]'p ; accountant (IQPA)
under 29 CFR 2520.104-467 (See Instructionz on walver aligibility and conditions. ) IE Yes D No

i you answered “No” to either line 6a or fine 6b, the plan cannot uza Form 5600-SF and lI'Il |5t instead tise Form 5600,
€ ifthe plan Is & defined benafit plan, is it covared under the PBGC insurance program (see ERI3A saction 4021)? ..... D Yes [] No [:] Not determined
If“Yer" is checked. enter the My PAA confirmation number from the PRGC premium fillng foa-itiis plan year . {See instruetions.)

[ Partfil:{ Financial Information

e

7 Plan Asséte and Llabjiities {a) Beginning) of Year (b) End of Year
@ Total plan assets 2,858,778 3,639,538
b Total plan ligbilities :
€ _Net plan assets (subtract fine 7b from lIne 78).............ooo.o...... 2,858,778 3,639,538
8  Income, Expenses, and Transfers for this Plan Yesr (a) Anuount (b) Total

a Contribuilons received or recelvabla from;

(1) EMployers oo o - s | B3(1) __ 88,019,

(2) Participants.... e | B2(2) _ ‘

(3) Others (including raliovers)......... 8a(3) _
b Other tncome (joss) 8b 702, 768].
€ Total incoma (add lines 8a(1), 8a(2), 8a(3), and 8b)................. | 8¢ 790,787
d Benefits pald (including direct roltovers and insurance premiums

10 PIOVIHE BERBMIS). ......cc et cemcscm e e e renrerenas atbecnas 8
€ Certain deemed and/or comective distributions (see instructions). 8o
f _Administrative service providers (salaries, fees, commissions)..... 8f
8 Other BXDENTES . cooiee e rrmesermmsssssmmsssnsssisssnsssmesmsatemesieemvsssiissst 83 ;
h_Total expenses (add lines &d, &6, 8, 204 83).....o.coovercsns | B8R 10,027
i Netincoma (losg) (subtract lne 8h from line 86)...............o........ 8i 780,760
j Transfers to (from) the plan (see iNSTUCHONS) ... veususssesssiomsenne 8 5

[.#artiV:] Plan Characteristics

9a |Ifthe plan provides penslon benefits, enter the applicable pansion fasture codes from the List o Ftan Characteristic Godes in the instructions:
2E 2F 2G ZR 38 3D
b [Ifthe pian provides welfare benefits, enter the applicable welfare feature codes from the List ¢f -2lin Characteristic Codes It the instructions:

/| compliance Questions

10  During the plan year: _ Yes | No Amount
& Was thers a failure fo transmit to the plan any participant contributions within the time period
described in 28 CFR 2510.3-102? Continuae fo answer “Yes" for any prior year failures untit full.r
corrected, (See Instructions and DOL’s Voluntary Fiduciaty Corcection Program) ... ... | 108 X
b Ware there any nonexempt transactions with any party-ln-interest? (Do not Include trzznsualc;tlr rp i
reparted on fine 10a.) ee | 100 X
€ Was the plan covered by a fidellty BONO? ....wimsissmeeremseremeeecmeeectesescnssors el 1oc | X 300,000
d Did the plan have a loss, whether ar not reimbursed by the plan's fidelity band, that was causa "
by fraud or dishonesty? seerin - | 10d
€& Were any fees or commiasions paid 1o any brokers, agents, or other persons by an insurance
carrier, insurance sarvice, or other organization that provides some or all of the benefits under x
the plan? (See instructions.)........ e | 108
f Has the plan falled to provide any benefit when due under the PIan? .............ocoeessrsssseec 10f X
g Did the plan have any participant loans? (If “Yes," entar amaunt as of year-end.) ............. - | _10g X
h ifthis i= an individuat account plan, was there a blackaut pariad? (See instructlons apnd 20 CFFL
2520.101-3.) . | 10n X
1 I 10h was answared “Yes,” check the box if you aither provided the requirad natice or one of th ;
excaptions to providing the nhatica applied under 28 CFR 2520.101-3 100
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Form 5600-SF (2024)

Page i}~ ;:]

Pension Fundlng Compliance

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

(Form 5500) and lines 11a and b below.) If this Is a defined contribution pension plan, leave lire 11 blank and complete line 12
belaw

D Yes [g No

........ rase as wer
o -

a__ Enter the unpaid minimum required contributions for all years from Scheduls SB (Form §500) 240 .. ...o......... I 11a [

P PRGC misgad contribution reporting requirements. If the plan is cavarad by PBGC and thi- amount reparted on line 11a ja greater than $0, has PBGC
been notifled as raquirad by ERISA sections 4043(c)(5) and/ar 303{k)(#)? Check the appllcatls liox:

D Yes.
D No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal by o exceeding tha unpald minimum required contribution
were made by the 30th day after the due date.

D Na. The 30-day period referenced In 29 GFR 4043.25(c)(2) has not yet ended, and ths sponser intends to make a contribution equat to or
excaading tha unpaid minimum requlred eontribution by the 30th day after the due dats:.

D No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 4172 of the Code or section 302 of

ERISA?

(If "Yes,” complete fine 12a or lines 12b, 12¢, 124, and 12e below, as spplicable.) if this is a Jufir ed benefit pension plan, leave

DYE-SE]NO

line 12 blank and ¢ormplets line 11 ahove,

a [f a walver of tha minimum funding standard for a prior year is baing amortized in this plan year, ¢ ee Instructions, and enter the dete of the letter ruling

granting the waiver, Month Day Year
If you complsted line 123, complete lines 3, 9, and 10 of Schedule MB (Form $500), and sk to line 13.
b Enter the minkvum required contribution for this plan year - 12b
G _Enter the emount contributed by the employer 1o the plan for this plan year 12¢
d Subtract the amount in line 12¢ from the amaunt in fine 12b, Enter the result (enter a minus i 1 in the left of 2 12d
negative amount) —

[]ves [Jo [Jna

© WII the minlmurm funding amaount reported on line 12d be met by the funding deadlina?............ . .usuiiceiai..

il Plan Terminations and Transfers of Assets

[] ves M no

13a Has a resolution to terminate the plan been adopted In any plan year?

13a

A If“Yes," enter the amount of any plan assets that reverted to the empleyer this year,

b Were all the plan assets distributed to participants or beneficlaries, transfarrad to snother plzn or bmught under the D Yes No
cantrol of the PBGC? s g e
€ If, during this plan year, any assets or llabllitiss wara transferred from this plan to another plan|s) idantify the plan(s) to
which assets or {labitittes were transferred. (See instructions.)
13c(1) Name of plan(s): 14c(2) EIN(s) 13c(3) PN(s)

iPartviil| IRS Compliance Questions

148 Does the plan satlsfy the coverage and nondlscnminatjon tasts of Cods sactiona 410(b) and 4(11({ 3)(4) by combining this plan with any other plans under
the permigsive aggregation rules?{ ] Yes

14b [fthia is a Code section 401(k) plan, check all bm(as that apply to indicate fiow the plan s intery fad o satisfy the nondigerimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sactions 0+ (k)(3) and 401(m)(2).

Design-based safe harbor methed
[] "Prior yesr” ADP test
D *Current year” ADP test

B v

15 it the plan sponsor is an adopter of a pre-approvad plan that raceived a favorable RS Oplnion 1. =t er, enter the date of the Opinlon Letter 06/30/2020
(MM/DD/YYYY) and the Opinlon Letter serial number @703900a _——




