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
SPECTRUM MEDICAL X-RAY CO INC. 401 K PROFIT SHARING PLAN TRUST (PN) » 001
1c Effective date of plan
01/01/2002
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) 95-4402373
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
SPECTRUM MEDICAL X-RAY CO INC 2c sponsor's telephone number

310-466-7698

2d Business code (see instructions)

1721 STEWART ST
SANTA MONICA, CA 90404 541990

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 ..............c.o.covevoceeoeeeeeeeeeeeeeeee 5a 28
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 32
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 5
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) 7
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 24
d(2) Total number of active participants at the end of the plan year ..............cc.cceveveveceerecreeeeeceee e, 5d(2) 28
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 10/10/2025 LALEH BARDI
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 10/10/2025 LALEH BARDI
HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



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 311851 373309
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 311851 373309

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) 1342

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 7965

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 52459
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 61766
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 308
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 308
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 61458
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 2K 2T 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 40000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

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

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 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
@ “Current year” ADP test

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 08/ 31/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q704150A,




Form 5506-SF_

Tepatawi of o Trouary
trlanel Reyerus Ber.ica

Benefit Plan
This form Is required to be fied undar

T e el oo
E1winys Boratis Snoicty adrinh,

Per_lon Burafi Gusrunty 1

Revanue Code (the Code).
= =L > Completo all entrles in accora

[Part1 ]| Annual Report identification Information

For calendar plan year 2024 or ﬁsgal_pla@l vear beginning

i 0170172028 " “andending
A This retarnvreporl is for: @ a single-employer plan D a multiple-employer plan

B This returnfrapost is: I:I the first returnireport

{7 the final returrvrepont
D an amended return/repart

C Check box If fling under: [¥ Form sssa

D special axtension (enter description)

D ifiheplanis a collectively-bargalned plan, check here

E itthizis a retroactively adcpted plan parmitied by SECURE Act section 201, check hera

aulomatic extension

0

ghon Form Annual Return/Report of SmJEmployeé

sections 104 and 4085 of the Employes Retiromsnt
Income Security Act of 1874 {ERISA}, and section 6057(b) and 6058(a) of the Internal

with the Instructions to the Form 5500-SF.

(not multiemployer) (Pension plan fllers checking this box
mus! attach Schedule MEP. Other plans must attac)
information In accordance with the form instructions.)

OM8 Nos, 121001 1?
1210-0083

This Form Is Open to
Publlc inspection

R
WEYEIVEGYY R

h a list of participating employar

D a short plan year refurn/repart (lass than 12 months)

DFVC program

f F'aLt_il_r Basic Plan Information == gnter all renyeste
12 Name of plan

SPECTRUM MEDICAL X-RAY CO INC. 401 K PROFIT SHARING PLAN TRUST

1b Threedigit pian number |
(PN) > ‘

2a Pian sponsor's name (émpluynr. Hiora single-amployer plan) 2b ‘Em ! vmtlﬂﬁm_‘b -
Mailing Addresa (include room, apt., suile no, and street, or P.Q, Box) (E”:)oyegsju doczasln:a i
City or town, state or pravincs, country, and ZIP or foreign postal code (if foreign, ses instructions) e e e
Spectrum Medical X-ray Co Inc 26 sponsers {elephons number
{310) 466-7608
2d Business code (see inslructions)
1721 Stewart St 541990
. US Sants Monica A o40s - T S . =
32 Plan administralors neme and address X 8ama as Plan Sponsor 3b Adminstrators EIN
3c Administrators léleph%;n;—r;ber B
4 Tihe name andicr EIN of the plam sponsor or 1he plan harme Ras changed Smce Tis Tast retumireport filed b En A
fc{ U\ielz pla& enler the plan sponsor's name, EIN, [he plan name and the plan number from the last e
relurnireport.

Sponsor's name
Flan Name

a

5a Total number of participants af the beginning of the plan yoar
b Total number of participants at the snd of the Pplan year

©{1}  Number of participants with account belances as of the beginning of the plan year {only defined
cantribution plans compiate this item}

©{2)  Number of particpants with account
contribution plans comptete this ilem)

d(1) Tatel number of active panticipants at the baginning of the plan year

balances as of the end of the plan year (only defined

d(2) Total number of active participants at the end of tha plan year

Number of participants who terminated employment during the plan year with accrued benefils that

were less than 100% vested - —
Caution: A psnalty for the Iate or Incampiets filing of this returnireport will be unless

Under penallies of porjury and ether penaltias et forth in the Instewtions, 1 daclare that | hava examined this retunvrepor, includi
5B ar Schedula MB complated and signad by an enrolled acluary,
belle, it is tue, correct, and complete,

¢ cause Is established.

ing, if apolicable, a Schedule
as welt as the eloctronic varsion of this taturnirepart, and lo the best of my knowlerge and

TPy - g T
sion L libs T rnol: |12 [Io] 25 1e1en Bacar = |
_HERE | Signsture of plan | Date o, Enter name of indhidual signing as slan Administrator _J)
| Sig ae = D SANAg 8 oan administrater
SIGN Ay — = -l_oll,?_/.aé Laleh Bardi O “__J‘
L HERE | Signature of employar/plaispunsor | Date | Enter name of Individual signing as employer or plen sponsar ]

For Paperwork Raduction Act Notice, 8ce the instructions for Form 5500.SF,

Form 5500-8F (2024)
v. 240311
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6 @ the plan vear invastag in eligihle assets? {Sea inslrucums.)
b Areyou claiming a waiver of the annual examinalion and report of an independent qualified public
under 29 CFR 2520,104-467 (See instructions on waiver efigivility and canditions. j SN e [E]vYes [One
IF you answered “No* to ejther line 6a or fine &b, tha plan cannot uge Form 5506-SF and must instead use Farm 5500.
€ Ifihe plan is a defined benafit olan, is il coversd under the PBGC insurance program {ses ERISA section 4021)2 [Tves One I Not detarmined
if*Yes"is checked, enter the My PAA confirmation number from the PBGC prennium filing for this year

= -{Ses Ins(runlluns.)

| Port 1| Financial information " = e
St oos Diormation
7 __Pian Assets and
4 Total plan assets
e 22 PlBN B3¢
B Tota plan liabilities s S
& _Netplan | 3ssels (subtract line 7b from line 7a) e
8 Incor__na, Expenses, and Teanslars for this Plan Year
8 Conlrisulions receivad o recervabia from:
e, (1_Emiptoy
e 2 Patticipants . —= L= e
o {31 Othors {inctugiing 2 foliovers) .
b other incoms (loss) .
B e T e e L et Pt
C  Total ingome (add lines. 8a{1), 8a(2), 8a(3), and 8l

it e T e e e e At M [ A b i S i, —— - - —— 61 766
d  Benonis paid (including direct rolfovers and Insurance pramiuns | m S
— _toprovide benefits)

T,
_8 _Certaln deemad andior comactive dis_lrihulions__{_§ee structions)
F Adminis xww&pgw;cm_rs(gglms.fees,cm_r\_rnis_s
s - T
h_Tow EXpenses iadd lines 8, 6
L Netincome uss) tsubract i i 1

IJ Transfers { fo (from) the plan ises instructions)
Part IV | Plan Characteristics
& i the Plan provides pension banefils, ent

28 2F 26 20 2r 27
. e
bI 1 the plan provides weifare benefits, enter the applicable

e S ——
L Party Compliance Questions .
18 _ ouing Lopnyear e
& Was there a failure to fransmit to the plan any participant contributions within the tims pariod
described in 29 CFR 2510.3-1027 Continue 0 answer “Yes" for any prior year failures until fully
.. .Borrected. "%Eii,"i'l":ﬁi".? and DOL's Volunl_aly FiduciW.%@liw Program;

b were Ihere any nonexempt tansactions vith any party-in-in|

. TEROMtE 00 fine 10a.) o

-] Was tha plan coverod by a fidelity bond?

LTI e eanen s e e
d Oidthe Plan have a ioss, whethsr or ot reimbursed by the plan’s fidelity bond, that was causad
by fraud or dishonesty?
s

S i A 4 iy
©  Woere any fees or commissions paid to any brokers, agents, ar other persons by an insurance
carrier, Insurance service, or other organization Lhat provides some or alf of the banefits undar
the plan? (Sen INSIUTHONS.)  wvecercserunsr e sseon esee
S vkt

T e T vt et —

f  Has the plan failed to provide any benefit when dus

—l e R -

i g

_ [:) d the plan havg any pammpant foans? (If “ves, en_l_t-.j ameunt as of year_e_nd.)_

b ifthis s an individual account plan, was there a blackout perlod? (Sea instructions and 29 CFR
2520,101-3,) ... -

. - = O el e T T S e et =

1 1f 10h was answered "Yas," check the box if you efher provided the required nolice or one of the

EXCoptions to providing the nalice applied under 29 CFR 2520.101-3 .
T e s U 200D Splied under 29 GFR o A

under the plan?
ntaidhakis ik




Form 5500-SF 2024

sfon Funding Gompliance
11 1s this a defined benefit plan subject to mimimura funding

88 (Form 5500) and lines 11a ana b below, ) If this is a d
line 12 bejow

requiremants? (If "Yes, " see instructions and tomplele Schedule
lefinen contribution Rersion pian, leave fine 11 blank and complete

aid minimum reiuired gontributions far all veay

from Schedile S8 Fg[m.ELS"QOinnthm

el
b peGe missed b reporting req 5. 1 the plan is coverad by PBGC and g arrount roportad on tine
has PBGC heen notified as roquired by ERISA sacfions 4043(c)(5} andior 303(k}(4)? Check the applicable box;

7 Yes.

[ No. Reporting was waived under 29 CFR 404

3.25(c)(2} becanso centributions equat (o or oxceading the unpaid minimum required contribution
ware made by the 30ih day after the due date,

D No. The 30-day period referanced in 38 CFR 4043.25(0)(2) nas not yet ended, and the s,

PONSOr inlends to make g eantiihution equal o o
exceeding the unpald minimun, fequired contribution by the 30th day aller the dug date,

2 No. Gther. Provide explanation

e e _

{H"ves ™ complete line 12a or
+ e NBEVE i@ 12 blank and compl
A fawaiver of the minimurm fany
—fuling granting the waiver ..,
L Y2U Comp i

Mplete lin
b Enterthe mininum required con
e e T TEQUTR

— E » é‘ i

applicable.) If this is a defined benetit pansion plan, i

e e
tions, and enter the date of ke fale;
Month . _ Day_

tribul

e Wil the minimum funding ampunt reported on line 12d be met by the funding deadiine?
fr— e ——— e At bl Ao
| Part Vil_ | Plan Terminations and Transfers of Assets

13a '!:las 4 resolution 1o termingte _|.I\e plan been a_d_tzpted n any plan year?

i "Yas,* enter tha amount of any plan assets that reverted (o the emplayer this year
R = S

b Were allihe plan assals distributed
the conrof of the PBGC? st
€ . during this plan year, any assets of Jiabililies were transferrad from i
hich assets or liabliilias were Uranstered, (See instructions, -
13¢(1) Name of plan(s):

anal

ther plan, or braught under

© participants or beneficiarreq. transferred to

— —!-\.-— R

B ENG

Part Vil | IRS Compliance Quest
$ . ikl e SHBSLH it T T e — .,
14a Does the plan satisfy the eoverage and nondiscrimination tesls of Cade sections 410(b) ang 401(a)4) by combining this plan with

fons

et the benmissive aggreguiion rules? Llves BEiNg ————— .
14b i this Is a Code sectian 401(k) plan, check all boxas that apply 1o indlcate how the plan is inlended to satisfy tha rondiscriminalion requirgments

for employes deferralg and emplaysr matcling ecniributions (as applicablo) under Code seclions A0S
Design-basert safe harbor method
1 ~Priar yoar® ADP test
(] “Current year* app test
A

) and 401(m)(z),

—— o S - e
15 i ihe plan spansoer is an adopler of 8 pre-appraved plan thal raceived 2 favorable IRS Opinion Letter, enter

D_a__('allsg ILZJ!HMM/DDIYYYY) and thawgﬂniolgeher serial number QJOAI;Oa

o -
the date of the Opinion Letter

e



