Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

Department of the Treasury

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa""gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁir;i;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | 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: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
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 Ifthe plan is a collectively-bargained plan, check here. . . ......................

D Check box if filing under: Form 5558 D automatic extension D the DFVC program

D special extension (enter description)

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
NORMAN MAURICE ROWE M.D., M.H.A., L.L.C. DEFINED BENEFIT PLAN

1b Three-digit plan
number (PN) » 001

1c Effective date of plan
01/01/2009

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 45-0539230

NORMAN MAURICE ROWE M.D., M.H.A,, L.L.C.

820 PARK AVENUE, SUITE 1B
NEW YORK, NY 10021

2C Plan Sponsor’s telephone
number
917-309-6533

2d Business code (see
instructions)
621111

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 accompanying schedules,
statements and attachments, 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. 10/09/2025 NORMAN ROWE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 10/09/2025 NORMAN ROWE
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address 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 filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 17
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 11
a(2) Total number of active participants at the end of the plan year ... 63_(2) 11
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 11
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 22
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccccooviiiiiiiiiiienen. 6e 0
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 22
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
1A 1D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts

©) Trust

4 |_| General assets of the sponsor

(©)
(@)

Trust

|_| General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules

b General Schedules

1

1) R (Retirement Plan Information) 1) D H (Financial Information)
2 X | (Fi ial Inf tion — Small Pl

2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached
actuary 4) D C (Service Provider Information)

3) B SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary

4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

® (]

MEP (Multiple-Employer Retirement Plan Information)
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Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes D No

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
NORMAN MAURICE ROWE M.D., M.H.A., L.L.C. DEFINED BENEFIT PLAN plan number (PN) N 001

C Plan sponsor’s name as shown on line 2a of Form 5500
NORMAN MAURICE ROWE M.D., M.H.A,, L.L.C.

D Employer Identification Number (EIN)
45-0539230

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
PRINCIPAL LIFE INSURANCE

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
42-0127290 61271 61892236 2 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

2014 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
JOEL BOYARSKY 211 BROADWAY
LYNBROOK, NY 11563 UG
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2014 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes D No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




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
NORMAN MAURICE ROWE M.D., M.H.A,, L.L.C. DEFINED BENEFIT PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
NORMAN MAURICE ROWE M.D., M.H.A., L.L.C. 45-0539230
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 _ 01 Day 01 Year 2024
Assets:
@ MATKEE VAIUE ...ttt st e st s e bbb s e s e st et a sttt s e ennas 2a 3940052
D ACHUBIAI VAIUE ... s 2b 3940052
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 11 246962 246962
11 3500724 3500724
22 3747686 3747686
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 5.35 %
6 Target normal cost
a Present value of current plan YEar @CCIUAIS ...............cueiueiieiuieeecie e et ettt et e e aeebe e eae e ereeaeeaeenns 6a 52783
b Expected plan-related EXPENSES .............oovew oot 6b 0
€ TArGEt NOMMAI COSL.........oieieiee et e et ee e e en e 6¢c 52783

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 06/12/2025
Signature of actuary Date
SAMUEL WINIKOR 23-04044
Type or print name of actuary Most recent enroliment number
NFP RETIREMENT, INC. 516-887-4433
Firm name Telephone number (including area code)

45 EXECUTIVE DRIVE, STE. 301
PLAINVIEW, NY 11803

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
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
VEAI) cecooeeeoeeeeeeeeoeeeeeeeeeeeeeeeeeeseeeeeesseeeeeeeeeeeeeeseeeeeeeseseeeeeeeseeeeseeeeesesseeeeeed 0 1058724
8 Portion elected for use to offset prior year’s funding requirement (line 35 from prior
VEAL) oottt ettt ettt n et n e 0 279868
9  Amount remaining (line 7 MINUS N 8) .........corueueueieiieeeeececeee et 778856
10 Interest on line 9 using prior year’s actual return of 11.22 %o 87388
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........cccccovceveninne, 0
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.46 % ............. o
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEEUIT 1.ttt h ettt b bbbt e a et neaneere st e 0
C Total available at beginning of current plan year to add to prefunding balance
d Portion of (c) to be added to prefunding balance..............cccccvovevveecuevevireeeeeend 0
12 Other reductions in balances due to elections or deemed elections ............................ 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) ................. 0 866244
Part Il Funding Percentages
14 Funding target attaiNnMENt PEICENEAGE. ...........c.vuvveeeeereeeeseeeeeiesiesssseesessessss s sesssssss s sssesssee s sessssssssesssseesessssesssessssessensssesessssssssssesssanssensasessereen 14 80.11 %
15 Adjusted funding target attaiNMENt PEICENTAGE ..........cc.cvoveveveeeeeeeeeeeee et et eee e ee et ee s et ettt ee s s e ete et e s e aen et et et esesees e e eeeeesnennnans 15 103.74 %
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAI'S fUNAING TEQUITEBIMIENL. ........ovivieeeeeeeeeeceee ettt ee et e s e s e es s st e e eas s enaneseaeseanan s es st eseseensn s ansneasseannanessseaenens 82.63 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...................ccccue..... 17 %
Part IV Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
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................ccccccevevevevnenee. 19a
b Contributions made to avoid restrictions adjusted to valuation date. ...........c.cceveueuereirieirieieiieeeeeeeeeeee 19b
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date.................... 19c 0
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 [[ No
C If line 20a is “Yes,” see instructions and complete the following table as applicable:
Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th
0 0 0 0




Schedule SB (Form 5500) 2024
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PartV |Assumptions Used to Determine Funding Target and Target Normal Cost
21 Discount rate:
a Segment rates: 1st segment: 2nd segment: 3rd segment: .
4.75 % 4.96 % 5.50 9% [ | N/A, full yield curve used
b Applicable month (enter code) 21b 0
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
= L= 010 0 =Y o | OO PRSP EPURN D Yes @ No

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

26 Demographic and benefit information

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

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

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHMENT ... e
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PriOr YEATS ............ccccuivevivereieeeeceeeeaeie et 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(UL LCI S ) T PP PP
30 Remaining amount of unpaid minimum required contributions (line 28 minus liNe 29) ..............cccoceevevevevevereeenne. 30 0
Part 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 52783
b Excess assets, if applicable, but not greater than liNe 31@ ..........ccoovoiiiieeeeeeeeeeeeeeeeee e 31b 0
32 Amortization installments: Outstanding Balance Instaliment
a Net shortfall amortization installment .............cccoiiiiiii 755279 82181
b Waiver amortization installment...............cccovevoviuiucueieeeeececeeeeeee e 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ...........ccccoeeeiiiiiieeeee i, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b- 33)....| 34 134964
Carryover balance Prefunding balance Total balance
B ramoot o for U010 S MG e 0 134964 134964
36 Additional cash requirement (line 34 MINUS INE 35) .........couiviviveveeeeeeeeececeeeeeeeeeee e, 36 0
37 %m)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
Lo3 ISP
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over line 36) 38a 0
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances........... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) .............cccoco.c...... 39 0
40 Unpaid minimum required contributions for @ll YEarS ..............c.ocvovevoieeeeeeeeeeeeeeeeeee et 40 0

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

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




SCHEDULE I
(Form 5500)

Department of the Treasury
Internal Revenue Service

Financial Information—Small Plan

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

Department of Labor
Employee Benefits Security Administration

Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

OMB No. 1210-0110

2024

This Form is Open to Public
Inspection

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
NORMAN MAURICE ROWE M.D., M.H.A., L.L.C. DEFINED BENEFIT PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500

D Employer Identification Number (EIN)

NORMAN MAURICE ROWE M.D., M.H.A,, L.L.C. 45-0539230

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule | if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from
insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
@ TOtal Plan @SSEtS.......ceveeeeeeeecececeeeeee et 1a 3940052 4282320
b Total plan l1abiliies...............ccoeviveeeeeeeeeeeeeeeeeeeeeee e 1b 0 0
C Net plan assets (subtract line 1b from line 1a)............cccocceevevnennn. 1c 3940052 4282320
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYETS ...ttt 2a(1) 0
(2) PartiCiPantS.......cc.cveeeeeeeeeeeeeeeee et 2a(2) 0
(3) Others (including rollovers)............ccceeiieiiieiiiee e 2a(3) 0
b NONCASh CONtTIDULIONS ...ttt 2b 0
€ OthEriNCOME ..ottt 2c 511117
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)................ 2d 511117
e Benefits paid (including direct rollovers) .............cococevevvreerennnnn. 2e 100682
f Corrective distributions (see instructions).................ccccceevevevevennnes 2f 0
g Certain deemed distributions of participant loans
(S€E INSITUCHONS) ......voveeeee e 2g 0
h Administrative service providers (salaries, fees, and
COMIMUSSIONS) ... euttiieiiieie ettt ettt ettt e et e et e e bte e e anteeeeneeas 2h 68167
i Other expenses 2i 0
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ............ccccoeeruene. 2j 168849
k Net income (loss) (subtract line 2j from line 2d).............cccccvene.e... 2k 342268
| Transfers to (from) the plan (see instructions) .................cc.cc......... 2 0
3 Specific Assets: If the plan held assets at any time during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a Partnership/joint venture interests ............c.ooouiiiiiiiiiii e 3a X
D EMPIOYer real ProPerty .........c...ovcveueuieieeeieeeeeeeeee et 3b X
C Real estate (other than employer real Property) ..........cocceevveiieiniiinieieesee e 3c X
A EMPIOYEr SECUMHES ...t 3d X
€ Participant loans 3e X
f Loans (other than to participants) 3f X
g Tangible personal Property ...........cccociiiiiiiiiiii i 3g X

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule | (Form 5500) 2024

V. 240311



Schedule | (Form 5500) 2024 Page 2-| 1

’ Part Il lCompIiance Questions

4  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.) ......... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of plan year or classified during the year as uncollectible? Disregard participant loans
secured by the participant’s account balance. ...............ccccooiiiii 4b X
C Were any leases to which the plan was a party in default or classified during the year as
(8T aTeTo =T (] o) U PPPPPP 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported ON lINE 4a8.) ........uiiiiiiii e e e 4d X
@ Was the plan covered by a fidelity bONd? .........c.oooiiiiiii e 4de X 430000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was
caused by fraud or diShONEStY? ........cc.uiiiiiiii e e af X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? ...........cccoccerieiiiiieeenns 49 X
h Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? ...... 4h X
i  Did the plan at any time hold 20% or more of its assets in any single security, debt,
mortgage, parcel of real estate, or partnership/joint venture interest?...........ccccccoviiiiiinnn. 4i X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC? ..........c.ccoiiiiiiiiiiiiiceeneee 4j X
K Are you claiming a waiver of the annual examination and report of an independent qualified
public accountant (IQPA) under 29 CFR 2520.104-467 If “No,” attach an IQPA’s report or
2520.104-50 statement. (See instructions on waiver eligibility and conditions.) ..........c.cccccceeeeeenee. 4k X
| Has the plan failed to provide any benefit when due under the plan? ...........c.ccccccceeveveveccnnne. 4] X
m |[f this is an individual account plan, was there a blackout period? (See instructions and 29
CFR 2520.107-3.) oetitteiittetee ettt sttt ettt ettt ekttt sae et nb e st nes 4m
Nn If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3.................... 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ Yes D No

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

5b 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.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and

INSTIUCHIONS.) ...t sttt se e e e se e e se e e saeas D Yes @ No [[ Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2024
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
NORMAN MAURICE ROWE M.D., M.H.A,, L.L.C. DEFINED BENEFIT PLAN plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NORMAN MAURICE ROWE M.D., MHA., L.L.C. 45-0539230
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
1] 14 o1 1)

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

EIN(s): 45-0539230

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3 0

Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ........vvvverrreenn. D Yes D No @ N/A
If the plan is a defined benefit plan, go to line 8.

5  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 ruling letter granting the waiver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 68
deficiency not waived) ................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year ...............ccccoeeeeveveveveeeeeceenn. 6b
C  Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount)............cccooiiiiiii e 6C
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline?................ccccevcevecereencan. D Yes D No D N/A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree with the Change? ... Yes D No D N/A

Part 11l Amendments

9  Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate
DOX. If N0, CHECK the “NO” DOX.........vveeeeeeereeeeeeeeeeeee e eeeeeeeeee et eee et ese e e D Increase D Decrease D Both No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. D Yes D No
11 a Does the ESOP hold @ny preferred SEOCK? ...........ocveeiueieeeeeeeeeeeeeeeeeeeeeeeeeeteeteeees e eenseaeese et e ateate e eseneaseatseeesteseeseseeneeeeaeeeeesean D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “back-t0-DACK” 108N.) ............iiiiiiiiiiii i
12 Does the ESOP hold any stock that is not readily tradable on an established securities market?..............ccccccooveveeereceeeceeeee e D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2024

v. 240311



Schedule R (Form 5500) 2024 Page2-| 1

| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unitmeasure:[ | Hourly  [] Weekly  [] Unit of production [ ] Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):




Schedule R (Form 5500) 2024 Page 3

14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attaChMENL)............oooiiiiiiii e e e e e e e e e e e e

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)................cccccciiiiiie

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)...........cooeiiiiiiiiiiee e e e

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year 15a

b The corresponding number for the second preceding plan year 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against sUCh Withdrawn emMIPIOYErS ... .o s

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attachment

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an attachment

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years D 5-10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? [[ Yes @ No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.

[

D 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.

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

D No. Other. Provide explanation.

[ Part VIl | IRS Compliance Questions

21a 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 [X No

21b 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

[] NA

22 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 __ /  /
(MM/DD/YYYY) and the Opinion Letter serial number




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089
Department of the Treasury This form is required to bae fled for employee benafit plans under sections 104
fnlenal Revenue Service and 4065 of the Employee Retirement Income Security Acl of 1974 (ERISA) and
Deparimant of Labor saclions 6057(b}. and 6058(a} of the Intemal Revenue Code (the Coda). 2 024
Employse Beneitis Securiy
ennirann T > Complete all entrles in accordance with

the [nstructions to the Form 5500.

pensionBeaetl Guaranty Comotatin This Form Is Open to Public

Inspeciion
[Partl| Annual Report Idantification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 andending  12/31/2024
A This relumiraport is for: D & multemployer plan [I a mul!Iple.-employer pla.n (Flarf ch?cking this box @usl provide
parlicipeting employer information in accordance wilh the form nstructions.)
a single-employer plan a DFE (spacify)
B This returnfreport 18, the first retumireport {he final redumireport
an amended relum/freport a shott plan year retum/teport (less than 12 months)
C I1iha plan is a collectively-bargained plan, check here SE G S S S e E
D Check box if filing under; E] Form 5558 D automatic extension |:| the DFVC program
D spacial extansion (snter descriplion)
E Mihis is a retroactively adopted plan permittad by SECURE Act section 201, check here [ I:]
| Part il | Bagic Plan Inforration -— enter all requested information
1a Name of plan 1b Three-digit plan
NORMAN MAURICE ROWE M.D., M.H.A., L.L.C. DEFINED BENEFIT PLAN number (PN} » 001
1¢ Effective date of plan
01/01/2009
2a  Pian sponsor's nama (employsr, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt.. suite no. and siree! or P.O Box} . ] Number {EIN)
City or town, state of province, country, and ZIP or foreign postal cods (If foreign. see Instruclions)
45-0539230
NORMAN MAURICE ROWE M.D., M.H.A., L.L.C, 2¢ Plan Sponsor's telephone
number
(917) 309-6533
€20 PARK AVENVE, SVITE 1B 2d Business code (see
mnstructions)
US HEW YORK MY 10021 621111

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 penallies set forth in the instructions, | declare that | have examined this retum/rapon, including accompany:ng schedules
statements and nnachge as well as the electronic version of this retumiraport, and (g the best of my knowledgs and bekef, it is irue, corect, and complete

SIGN q d; n) m
HERE L‘f 10]%]2; ,j
administrator Date ¢ Enter game of individual signing as plan adm nistrator
oA hs] o) M
HERE / o r
Signa®ite of employer/ptan sponsor Date Enter nama of individual signing as employer of plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form $500. Form 5500 (2024)

v. 240311



Form 5500 (2024}

Fage

3a Plan administrator's name and address E Same as Plan Sponsor

3b Administrator's EIN

3c Administrator's telephone

number

4 I the name and/or EIN of the plan sponsor or the plan name has changed since the last returnireport filed for this plan, 4b EIN

enter the plan sponsor's name, EIN and the plan name and the plan number from the last return/report

a Sponsor's name 4d PN

C Plan name
5§ Total number of participants at the beginning of the plan year 5 l 17
6 Number of participants as of the end of the plan year unless otherwise stated {welfare plans complete only lines 6a(1),

6a(2), 6b, 6¢, and 6d).
a{1} Total number of active participants at the beginning of the planyear . . . . . + + + . . . . . . . |6Ba(1) 11
a(2) Total number of active participants atthe end of the planyear . . . . . . . . « + . + . . . . .|6a(2) 11
b Retired or separated participants receivingbenefits . . . . . . . « + + « + = 4 4+ + 2+ . .| Bb 0
c Other retired or separated participants entitled to future benefits &4 0 0 d o0 oo daooonG ool 11
d Subtotal. Add lines 6a(2), 6b, and 6¢ S Eed 22
e Deceased participants whose beneficiaries are receiving or are entifled to receive benefits . . . . . . . .| 6e 4]
f Total. Addlines6dandBe . . + . 4 4 4 4 4 4 4 4 4 s s s e e s s s s e e e o« . .} 6f 22
(1) Number of participants with account balances as of the beginning of the plan year {only defined contribution plans 6g(1)

g o:.omplelethisitem)..............................g

2 Number of participants with account balances as of the end of the plan year {only defined contribution plans
g()complelethisitem)..............................69(2}

h Number of participants who terminated employment during the plan year with accrued benefits that were

lessthan 100% vested . . . . . &+ + &« « 4 o &+ 2 4 = s 4 & s s 4 =+ s 2 e s . .| 6Bh 0

7  Enter the total number of employars obligated to contribute to the plan {only multiemployer plans complete this item) . 7

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

ia 1D

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

9a Plan funding arrangement (check all that apply)

&)} Insurance {1} Insurance

{2) Code section 412(e}{(3) insurance contracts (2} Code section 412{e}{3) insurance contracts
3 Trust {3) Trust

{4) General assets of the sponsor (4) General assets of the sponsor

b Plan benefit arrangement (check ali that apply)

10 Check all applicable boxes in 10a and 10b to indicate which schedules are altached, and, where indicated, enter the number attached. [See Instructions)

a Pension Schedules

) E] R {Retirement Plan Information)

{2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan
actuary

3) EI $B (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

[C3) D DCG (Individual Plan Information} - Number Attached

{5) I:l MEP (Mulliple-Employer Retirement Plan Information)

b General Schedules
H (Financial Information}

m

2
3
@
8
()

I {Financial Information - Small Plan)

A (Insurance Information} - Number Attached

C (Service Provider Information)
D (DFE/Participating Plan Information}
G (Financial Transaction Schedules}

1



3
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Form 5500 {2024) e

| Part lll i Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? {See instructions and 29 CFR
25201012} . . « « « .« .« . []Yes No
If "Yes" is checked, complete lines 11b and 11¢.

11b Is the plan currently in compliance with the Form M-1 filing requirements? {See instruclions and 29 CFR 2520.101-2.) . - [ Yes [ nNo

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to
enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210.0110
{Form 5500) Actuarial Information

2024
S ernat Rovinve Banace s
2 This schedule is required to be filed under seclion 104 of the Employee
Oepariment of Lebor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This F
Employes Beneflts Jecurity Adminlstration Internal Revenue Code {the Code). his Om'l'r::‘gz:ll;:c Public

Pension Beneflt Guaranty Corporation

» File as an attachment o Form 5600 or 56500-SF.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 andending 12/31/2024
» Round off amounts to nearest dollar.

> 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

NORMAN MAURICE ROWE M.D., M.H.A., L.L.C. DEFINED BENEFIT PLAN plan number (PN} » 001

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number {EIN)

NORMAN MAURICE ROWE M.D., M.H.A., L.L.C. 45-0539230

E Type of plan: [X]Single [_] Multiple-a [_] Multiple-B ]F Prior year plan size: [X]100 or fewer []101-500 [] More than 500

Partl | Basic Information

1 Enter the valuation dale: Month 91 Day_._ 01 Year 2024

2 Assets:
a Market value 2a 3,940,052
b Actuarial value 2b 3,940,052

3 Funding target/participant count breakdown: {1} Number of {2) Vested Funding {3) Total Funding

participants Target Targe!

a For retired participants and beneficiaries receiving payment avoe 0 0 0
b For terminated vested participants 11 246, 962 246,962
€ For active participants 11 3,500,724 3,500,724
d Total e 22 3,747,686 3,747,686

4 Ifthe plan is in al-risk status, check the box and complete liNes (8) NG (B) wewesseserores L)
a Funding target disregarding prescribed at-risk assumptions 43
b Funding target reflecting at-risk assumptions, bul disregarding transilion rule for plans that have 4b

besn in al-risk status for fewer than five consecutive years and disregarding loading faclor [ —

5 Effective interest rale 5 5.35 %

6  Target normal cost
a Present value of current plan year accruals 6a 52,783
b Expecled plan-related expenges 6b ]
€ Target normal cost 6¢c 52,783

Statement by Enrolled Actuary

To tha besl of my knawledpe, the informal.on supplied in tius scheduls and panying schedules, stal s and hments, d any, 13 plete and accurate. Each presribad sssumplion was
epphed in accordance wilh applicable law and reguiations. In rry opmion, each other PLON 18 reasondad’e jtakng mio sccounl the axperience of the plan and reasonabls expeciations) and such
olhes as ions, 1n comb nation, offer my besl eslimats of anli ihe ,

S UWrebsn 06/12/2025

Signature of actuary Date
SAMUEL WINIKOR 23-04044
Type or print name of actuary Most recent enrofiment number
NFP RETIREMENT, INC. {516) 887-4433
Firm name Telephone number (including area code)

45 EXECUTIVE DRIVE, STE. 301

US PLAIRVIEW NY 11803
Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the stalute in completing this schedule, check the box and see a
instructions
For Paperwork Reduction Act Notice, see the instructions for Form 6500 or 5500-SF. Schedule SB (Form 5500) 2024

v. 240311



Schedule SB (Form 5500) 2024

r'.'lf_'|‘.' 2 :

(_Parti_| Beginning of Year Carryover and Prefunding Balances

{a) Carryover balance {b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (lina 13 from
prior year) 0 1,058,724
8 Portion elected for use to offset prior year's funding requirement (line 35 from
prior year) 0 279,868
9  Amount remaining (line 7 minus line 8} 0 778,856
10 Interest on line 9 using prior year's acteal relurn of 11.22¢9 0 87,388
11 Prior years excess contributions 1o be added to prefunding balance:
a Present value of excess contributions {fline 38a from prior year) 0
B(1}) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.46 %,, S
b{(2) Interest on line 38b from prior year Schedule SB, using prior year's
actual return o
Total available at beginning of current plan year to add to prefunding
balance 0
d Portion of (c) to be added to prefunding balance 0
12 Other reductions in balances due to elections or deemed elections [— 0 0
13 Balance at beginning of current year {line 9 + line 10 + line 11d - line 12} - 0 866,244
I Part lil ] Funding Percentages
14 Funding target attainment percentage 14 80.11 %
15 Adjusted funding target attainment percentags 15 103.74 %
16 Prior years funding percentage for purposes of determining whether carryover/prefunding balances may be used to 16
reduce cuirent year's funding requirement B2.63 %
17 i the current valus of the assets of the plan is less than 70 percent of the funding larget, enter such percentage Jo— I 4 %
Part iV ] Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (<) Amount paid by {a) Date {b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer{s) employees {(MM-DD-YYYY) employer(s) employees
Totals » |18(h} 18(c)|
19 Discounted employer contribulions — see instructions for small plan with a valuation date afier the beginning of the year
a Contributions allocated toward unpaid minimum required conlrbutions from prior years SOVSUSST—— N ] T
b Contributions made lo avoid restrictions adjusted to valuation date 19b
R e e I fequired Contribution for current year adjusted lo valuation ... | 19¢
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a "funding shortfall” for the prior year? |Z] Yes {_]No
b Ifline 20a is "Yes," were required quarterly instaliments for the current year made in a timely manner? [X] Yes [INo
C ltiine 20a is "Yes,” see instructions and complete the following table as applicable: [
Liguidity shortfall as of end of quarter of this plan year
(1) 1st (2 2nd (3)  3rd {4) 4lh




Schedule SB (Form 5500) 2024 _Page 3

Part V | Assumptions Used To Dete-l:l-ﬁ-ine Fu-nding Target and Target Normal Cost
21 Discount rate:

a Segment rates: [ 1 it.s:;agmeg: Zn: .s:gme;:: 3rdss.egr;1ent°; ] NiA. full yield curve used
b_Applicable month (enter code) I 21b 0
22 Weighted average retirement age 22 ¢
23 Mortality table(s) (see instructions) [X] Prescribed - combined [C] 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 [Ayes
25 Has a method change been made for the current plan year? If "Yes,” see instructions regarding required attachment “lzl\E e
26 Demographic and benefit information o o
a Is the plan required to provide a Schedule of Active Participanis? If "Yes," see instructions regarding required attachment PR |:|Yes EI b
b Is the plan required to provide a projection of expected benefit payments? If "Yes," see instructions regarding required attachment Cves[x] »
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
. att_achment trorevesereasy jeassssseety
Part Vil_| Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all prior years 28
29 Discounted employer contributions allocated toward unpaid minimum reguired contributions from prior 29
—yoars (line 193}
_30 Remaining amount of unpaid minimum required contributions (line 28 Minus liNE 29)  wewvumssursssunes 3 |

Part Vil | Minimum Required Contribution For Current Year

31 Target normal cost and excess assets (see instructions):

__@ Target normal cost (ling 6¢) .. 31a 52,78
b Excess assets, if applicable, but not greater than line 31a 31b

32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization instaliment 755,279 82,18
b Waiver amortization installment 0

33 If a waiver has been approved for this plan year, enter the date of the ruling tetter granting the 33
approval {Month Day Year ) and the waived amount e

34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33) 34 134,96

Carryover balance Prefunding Balance Total balance

35 Balances elected for use to offset funding

requirement 0 134,964 134,96
36 Additional cash requirement (line 34 minus line 35) 36
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation 37

date {line 19¢) -~

38 Present value of excess contributions for current year (see instructions)

@ Total (excess, if any, of line 37 over line 36) 38a
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances 38b
u:}_g_gnpaid minimum required contribution for current year {excess, if any, of line 36 over Iine 37) 39
40 Unpaid minimum reguired contributions for all years 7 40 a 1

PartIX | Pension Funding Relief Under the American -Resct__J__e 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. (J2019 [l 2020 [] 2021




NORMAN MAURICE ROWE, M.D., M H.A,,L.L.C.
DEFINED BENEFIT PENSION PLAN
EIN# 45-0539230
PLN# 001

SCHEDULE SB, LINE 22 — DESCRIPTION OF WEIGHTED AVERAGE RETIREMENT AGE
Age Rate of Retirement

62 100%

The methodology used to compute the weighted average retirement was to add up each active
participant’s Assumed Retirement Age and divide by the number of active participants.



NORMAN MAURICE ROWE, M.D., M. H. A, L.L.C.
DEFINED BENEFIT PENSION PLAN
EIN# 45-0539230
PLN# 001

Schedule SB, Part V — Summary of Plan Provisions
As of January 1, 2024

Plan Effective Date January 1, 2009
Plan Year From January ! to December 31
Eligibility All employees not excluded by class are eligible to

enter January 1 or July 1 coincident with or
following the completion of the following
requirements:

Age 21
1 Year of service

Notwithstanding the above, Employees other than
Jelissa Ayala, Rugova Besiana, Marilyn Chira,
Lily Fischer, Elizabeth L. Janson, Naira Y.
Janvier, Michael Manzo, Maria May, Mallory
Oxford, Reesha Patel, Gabriella V. Perez, Tatiana
Posokhina, Mia Rowe, Norman Maurice Rowe,
Michele Sagurton, Simone Webb and Nikita
Wildman shall not be eligible to participate in the
Plan.

Normal Retirement Age All participants are eligible to retire with their full
retirement benefit on the later of the following:

Attainment of age 62
Completion of 5 years of participation

Normal Retirement Benefit Upon attainment of normal retirement each
participant will be entitled to a benefit
payable in the normal form equal to the following:

The Accrued Benefit as of December 31, 2018
plus
.5 Percent times credited years

Notwithstanding the above,



NORMAN MAURICE ROWE, M.D.,, MH.A,, L.L.C.

DEFINED BENEFIT PENSION PLAN
EIN# 45-0539230
PLN# 001

Schedule SB, Part V — Summary of Plan Provisions

Normal Form of Benefit

Accrued Benefit

Termination Benefit

As of January 1, 2024

Maria May, Gabriela V. Perez, Norman Maurice
Rowe, Simone Webb and Nikita Widman shall
receive 7.5 Percent times credited years

Credited years are plan years commencing with
the year of employment and ending with the
retirement year excluding the following:

Years with less than 1 hour

Years prior to January 1, 2019.
with a maximum of 10 years

The benefit as determined above shall be offset by
an Actuarially Equivalent Benefit consisting of the
Participant’s vested account balance under the
Norman Maurice Rowe, M.D., M.H.A., LLC
Profit Sharing Plan 1. For purposes of determining
a Participant’s Accrued Benefit the offset shall be
applied after determining the Accrued Benefit
without regard to the offset.

The benefit is based on compensation averaged
over the three (3) consecutive Years of Service
during which compensation is the highest.

A benefit payable for the life of the participant
Unit Benefit Method

Upon termination for any reason other than death,
disability or retirement, a participant

shall be entitled to a portion of the actuarial
equivalent of his accrued benefit in accordance
with the following vesting schedule:

Credited Years Vested Percent
1 25%



NORMAN MAURICE ROWE, M.D., MH.A,, L.L.C.
DEFINED BENEFIT PENSION PLAN
EIN# 45-0539230
PLN# 001

Schedule SB, Part V — Summary of Plan Provisions
As of January 1, 2024

2 50%
3 75%
4 100%

Credited years are plan years commencing with
the year of hire and ending with the retirement
year excluding the following:

Years with less than 100 hours

Death Benefit The actuarial equivalent of the accrued benefit
earned to date of death



SCHEDULE SB Single-Employer Defined Benefit Plan OMS No. 1210-0110
(Form 5500) Actuarial Information 2024

Dapartment of the Treasury
Intermnal Revenue Service

This schedule is required to be filed under section 104 of the Employee

Department of Laber i 5
Employes Bensfits Securlty Adminlatration Retirement Income Security Act of 1974 (ERISA) and section 6059 of the

This Form is Open to Public

Intarnat Revenue Code (the Code}.
Pansion Bensflt Guaranty Corporation { ) Inspaction
P File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 andending 12/31/2024

P 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  Thres-digit
NORMAN MAURICE ROWE M.D., M.H.A., L.L.C, DEFINED BENEFIT PLAN plan number {PN} » 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-5F D Employer Identification Number (EIN)
NORMAN MAURICE ROWE M.D., M\H.A., L.L.C. 45-0539230
E Type of plan: [X]Single [] Muitipte-A ] Multiple-B | F Prior year plan size: [XJ100 or fewer [1101-500 [] More than 500
Part! | Basic Information
41 Enter the valuaticn date: Menth 01 Day . 01 Year 2024
2 Assals:
a Market valus 2a 3,940,052
b Actuariat value 2b 3,940,052
3 Funding target/participant count breakdown: {1} Number of (2) Vested Funding {3) Total Funding
participants Target Target
a For refired participants and beneficiaries receiving payment e 0 0 0
b For terminated vested participants 11 246,962 246,962
€ For active pariicipants 11 3,500,724 3,500,724
d Total . 22 3,747,686 3,747,686
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and {b) e l:]
a Funding target disregarding prescribed at-risk assumptions 4a
b Funding targel reflecting at-risk assumptions, but disregarding tre_msilion ;u!a for plans that have 4b
bean In at-risk status for fewer than five consecutive years and disregarding loading factor [ —
5  Effective interesi rate 5 5.35 w
6  Target normal cost
a Present value of current plan year accruals 6a 52,783
b Expected plan-related expenses 6b 0
€ Targe! normal cost 6c 52,783

Statement by Enrolled Actuvary

To the besl of ny knowledge, the informat:on suppled in this scheduls and sczampanying schedulas. slaiements and stlachments, i ary, is complete and accurate. Each prasribed assumplion was
apphed in accordance wilth applicable law and (eguiations. In my opinion, each other assunphon i¥ reasonable lakang inlo account the experience of the plan and ressonable expectations) and such
other astumplions, i comb nalion oifer my bast eslimale of and sxpasionce undel the plan.

Sam Wndbor 06/12/2025
Signature of actuary Date
SAMUEL WINIKOR 23-04044
Type or print name of actuary Most recent enroliment number
NFP RETIREMENT, INC. {516) 887-4433
Firm name Telephone number (including area code)

45 EXECUTIVE DRIVE, STE. 301

US PLAINVIEW NY 11803
Address of the firm
Ifthe actuary has not fully reflected any regulation or ruling promulgated under the stalute in completing this scheduls, check the box and see I:]
instructions
For Paperwork Reduction Act Notice, see the instructions for Form §500 or 5500-SF. Schedule SB {Form §500) 2024

v. 240311



Schedule SB (Form 5500) 2024 Page2 [ |

[ Part Il ] Beginning of Year Carryover and Prefunding Balances

7

Balance al beginning of prior year after applicable adjustments (line 13 from
prior year)

(a) Carryover balance

{b) Prefunding balance

1,058,724

Portion elected for use to offset prior year's funding requirement (line 35 from
priot year) =

279,868

Amount remaining (line 7 minus line 8)

778,856

10

Interest on line 9 using prior year's actual return of 11.229,

87,388

1

Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions {line 38a from prior year)

b(1) Interest on the excess, if any, of line 38a over line 38b from prier year
Schedule SB, using prior year's effective interest rate of 5.46 % ..

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

Total available at beginning of current plan year to add to prefunding
balance
d Portion of (c) to be added to prefunding balanca

12

Other reductions in balances due to slaclions or deemed elections e

olojo | o

13

Balance at beginning of current year {line 9 + line 10 + line 11d - line 12) -

866,244

I Part il I Funding Percentages

14

Funding targel attainment percentage

14

80.11

16 Adjusted funding target attainment percentage

15

103.74

%

16 Prior year's funding percentage for purposes of delermining whether carryover/prefunding balances may be used to

reduce current year's funding requirement JoorrTr——

17 1f the current value of the assels of the plan is less than 70 percent of the funding target, enter such percentage

SEEED B LS S b

16

B2.63

%

wsmeemanee | 17

| Partiv_| Contributions and Liquidity Shortfalls

18

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

(a) Date (b) Amount paid by {c} Amount paid by

(a) Date

{MM-DD-Y¥YYY) employer(s) employees {(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c} Amount paid by
employees

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 coniributions from prior years

povs—— I -

19b

b Contributions made fo avoid restrictions adjusted to valuation date

c Eonmbutlons altocated toward minimum required contribution for current year adjusted to valuation 19¢

LA S L4 U Pt 40 4 H 434§ ISt S S bt b e bbb sebn b o bbies

L —

20 Quaiterly contributions and tiquidity shortfalls:

a Did tha plan have a “funding shortfall’ for the prior year?

b Itline 20a is "Yes," were required quarerly installments for the current year made in a timely manner?

C Ifline 20a Is "Yes," see instructions and complete the following table as applicable:

X] Yes (INo
X] Yes Mo

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2) 2nd

(3)

3rd

{4)

4th




Schedule SB {Form 5500) 2024 Page 3

Part V | Assumptions Used To Determine Funding Target and Target Normal Cost
21 Discount rate:

a Segment rates: 1:"579:""9‘;:: 2“:‘532""9::‘- am; .egr:ent‘;t [ wA, ful yield curve used

b Applicable month {enter code) 21b 0
22 Weighted average retirement age 22 62
23 Mortality 1abla(s) (see instructions) [x] Prescribed - combined  [] Prescribed - separate  [_] Substitute

Part VI | Miscellaneous items
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan yaar? if "Yes,” see instructions regarding required

attachment [CJves[X] Mo
25 Has a method change been made for the current plan year? If “Yes,” see Instructions regarding required attachment conessmersersassnnees [ ) YES m
26 Demographic and benefil information
@ s the plan required to provide a Schedule of Active Participanis? If “Yes.," see instruclions regatding required attachment e [X] Yes [] No
b Is the plan required to provide a projection of expecied benefit payments? If "Yes,” see instructions regarding raquired attachrent Jves [X] No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
attachment e
Part Vil | Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all prior years 28 0
29 Discounted am::loyer conltributions alloceted toward unpaid minimum required contributions from prior 29 o
~——years (line 193
30 Remaining amount of unpaid minimum required contributions (line 28 minus ling 29) J—— .1 0
Part Vill | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (sea instructions):
a Target normal cost (line 6¢) 31a 52,783
Iy Excess assels, if applicable, but not greater than line 31a 31b 0
32 Amortization installments: Qutstanding Balance Installment
a Net shortfall amorlization instaliment 755,279 82,181
b Waiver amortization instaliment 0 0
33 if a waiver has been approved for this plan year, enter the date of the ruling letter granting the 33
approval (Month Day Year } and the waived amount  ...ecmeenn
34 Total funding requirement before reflecling carryover/prefunding balances {lines 31a - 31b + 32a + 32b - 33) 34 134,964
Carryover balance Prefunding Balance Total balance
35 Balances elected for use to offset funding
requirement ¢ 134,964 134,964
36 Additional cash requirement (line 34 minus fine 35) 36 0
37 Conh‘il?ulions allocated toward minimum required contribution for current year adjusted lo valuation 37
date (line 19¢) 0
38 Present value of excess contributions for current year (see instructions)
A Total (excess, if any, of line 37 over line 36) 38a 0
b Podtion included in line 38a attributable to use of prefunding and funding standard carryover balances 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) e - ) 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 M an election was made 1o 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 _[g(__] 2020 [:] 2021




NORMAN MAURICE ROWE M.D., M. H.A., L.L.C.
DEFINED BENEFIT PLAN
EIN# 45-0539230
PLN# 001

SCHEDULE SB, LINE 25 - CHANGE IN COST METHOD

The results of the January 1, 2024 Valuation reflect a change in Cost Method. Specifically, since the plan
terminated on July 1, 2024, the valuation date has been changed to the first day of the Plan year.
Automatic Approval for this change by the IRC Section 1.43(a)-1(b)(5)(ii).



Type of Base

SHORTFALL
SHORTFALL
SHORTFALL

SHORTFALL

NORMAN MAURICE ROWE, M.D.,, M.H.A,, L.L.C.
DEFINED BENEFIT PENSION PLAN

EIN# 45-0539230
PLN# 001

SCHEDULE SB, LINE 32 - SCHEDULE OF AMORTIZATION BASES

Present Value
Of Remaining
Installments

(135,533)
406,739
(184,247)

134,693

Valuation Date
as of which Base
Was Established

01/01/21
01/01/22
01/01/23

01/01/24

# Years
Remaining
Amortization
Period

12
13
14

15

Amortization
Installment

(14,509)
41,082
(17,659)

12,310



NORMAN MAURICE ROWE, M.D., M.H.A,,L.L.C.
DEFINED BENEFIT PENSION PLAN

EIN# 45-0539230
PLN# 001

Schedule SB, Part V - Statement of Actuarial Assumptions/Methods

Actuarial Cost Method

Asset Valuation Method

Actuarial Assumptions
Interest: Based upon anticipated
date of benefit payment measured
from the valuation date
Within the first 5 years
Beyond 5, not more than 20 years
More than 20 years

Mortality:

Pre-retirement
Post-retirement

Assumed Retirement Age

Form of Benefit Payment

Pre-retirement
Withdrawal

As of January 1, 2024

Under the provisions of the Pension Protection Act of 2006
(PPA), a single Actuarial Cost Method is prescribed for the
annual determination of the range of acceptable Employer
contributions for all tax-qualified defined benefit retirement
plans subject to the funding requirements of IRC §430 as added
by PPA. Under this method, the actuarially determined present
value of benefits accrued as of the beginning of the plan year,
referred to as the 'Funding Target', is determined on the
valuation date. The value of additional benefits accrued or
expected to be accrued during the plan year, known as the
"Target Normal Cost' is also determined. Simply stated, and
unless the plan is considered fully funded, the Employer's
minimum funding requirement for the year consists of the
Target Normal Cost along with a payment toward amortizing
any shortfall between the Funding target and the adjusted
actuarial value of the Plan's assets.

Market Value

For LR.C.§430 For .LR.C. §404(0)

4.75% 4.37%

4.96% 4.96%

5.59% 4.95%
None

2024 Static Combined Mortality Table for Small Plans
for Males and for Females

Age 62
Life Annuity

None



NORMAN MAURICE ROWE, M.D., M.H.A., L.L.C.
DEFINED BENEFIT PENSION PLAN
EIN# 45-0539230
PLN# 001

Schedule SB, Part V — Statement of Actuarial Assumptions/Methods
As of January 1, 2024

Salary Increases None
Disability Incidence None

Expenses Assumed to be paid outside of the trust fund



