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
ASSOCIATED MEDICAL MANAGERS 401K PLAN PN) D 001
1c Effective date of plan
01/01/2013
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) 65-0709415
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
ASSOCIATED MEDICAL MANAGERS 2c Sponsor's telephone number

305-595-5802

2d Business code (see instructions)

8700 N. KENDALL DR., SUITE 204
MIAMI, FL 33176 621111

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

3c Administrator’s telephone number

4  If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 31
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 31
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 30
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 31
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 20
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 19
€ 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. 09/24/2025 ALIX SALVANT

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN Filed with authorized/valid electronic signature. 09/24/2025 ALIX SALVANT

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
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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 815884 886769
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 815884 886769

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) 71240

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 27664

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 94781
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 193685
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 122800
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 122800
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 70885
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 23 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 250000
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.ccccccvueuene 10g X 10789
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).

Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703729A,
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under sectlons 104 and 4065 of the Emplavee Retiremenl

Thig Form iz Open to

Rave Cede {tha Code),
nue { ) Public Inapsstion

| Partl | Annual Report [dentification Information

For calender plan year 2024 or flscal plan yesr beglnning

01/01/2024 and ending 12/31/2024

A This raturnieport Is for: E a single-amployer plan

D the first return/raport
D an amended return/report

‘C Check box If filing under; ﬁ

B This return/reper Is;

Form 5558
speclal exlenslon {enler dascript
D Ifthe plan Is a collectively-bargained plan, check here

D aulomatic extension

D & mulliple-employer plan (not mullismployer) (Pension pian fMlers checking this box

musl attach Schedule MEP. Other plans must atlach & llal of partielpaling employer
information in accardance with the form Instructions,)

D the final retur/raport
D a shorl pten year ralurn/repod (less than 12 months)

D DFVC program
lony
[N

E ithiaiza rafreastively adopled plan pernilflad by SECURE Agl section 201, chack here

|

AL T T T T

i

LEgg_E[ | Basic Plan Information --~ enlor sl requested nformation

1a Name of plan 1b Thraa-digh plan numbar
Asscciated Medical Managars 40ik Plan {PN) b 001
1¢ Effective dale of plan
01/01/2013
Za Plan gponsor's name (employer, If for & single-amployer plan) 2b Emplayar ldentification Number
Malling Address (Include room, apt., sulte na, and sirest, or P.O. Bex) (BIN) 65-0709415
Clty or town, stale or province, country, and ZIP or forelgn postal cods (If forelgn, see Insiructions)
Asacciated Modical Managers 2¢ Sponsor's telephone number
{305y 5%5~5302
24 Busliness sods (see Instruclions)
8700 W. Kendall Dr., Suita 204 621111
U8 Miami FL 33174
3a  Plan administrator's name and address 1] Samo as Flan Sponsor 3b Adminsirator's EIN
3¢ Administrators telephane number
4 l1he name andlor EIN of the plan sponsor or the Plan nama has changed sines the last return/rapert fled 4b EIN
fg; Llnr_}i:’srplan enter the plan gponsors name, EIN, the plan name and the plan number from the lest
f eport,
a Sponsor's nama 4d PN
£ Plan Name
Sa Total number of participants al the beginning of tha pian year . ba 31
b Total number of participants at the end of the plan yoar Eh 31
€(1}  Number of pariiclpants wilh account balances as of the beglnning of ths plan year (only defined 5c(1)
contribution plang complete this ltam) 30
c{2) Number of partclpants with account balarices as of the end of the plan year {only defined 5¢(2)
contrlbution plans complete this lterm) 31
d{1) Total number of active participants at the beginning of the plan yoat Sd(1) 20
d{2) Total number of ackive panielpants at tha end of the plan year 5d(2) 15
o Number of participants whe terminated employment durlng the plan year with a¢erued benefits that
ware lags than 100% vesled | 52 9

Caution: A penaity for the late or Incomplete flling of this return/roport will bo assessed unloss reasonable cause Is aatablishod,

Under pansliaa of patjury and othar penaitiea set forh in tha inatructions, | deciare that | have axamined this relurmirapen, inefuding, If applicable, & Schedute

5B or Schadule MB compieted and slgnad by aa onrolled actuary,
bolisf, it Ia trua, correct, and sempleie.

as wall s the eloctronle version of thia return/rapert, and to the bast of my knowledpe and

SIGN- Zh s 09 3vfsors] Aiix SALVA~NT

HERE ra of nlan gdminlstrator Data Enter name of indlvidual slgning as plan administrater
‘SIGN Xﬂ ) . /-2»*/4«0)_0‘ Alis SOvh 7

‘HERE S‘f;natum of employsri/plan sponsor Date Enter name of Indlvidual signing as amployer or plan sponsor

For Paperwork Reductlon Act Notle, soo the Instructions for Form 6500-5F,

Form 6600-SF (2024)
v, 240311
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6a

Ware a!l of the piar's assels durlng the plan yesr Invesled In ellgible assets? (See Instructions.)

Are you clalming a walver of the ennuat exsmination and reporl of an Indspendanl quallfied pubic aczauntant (IQPA)

under 29 CGFR 2520.104.467 {Sed Instruclions oh walver ellgiblilty and condilons.)

i you angwered "No" to althor line 6a or line 6b, the plan cannot use Form 5500-8F and must Instead uss Form 5500,

H1ihe pian 13 a dafined benefit plan, ls it covered under lhe PBGC insurance program {see ERISA sactlon 4021)7

If*Yes® s checked, anter the My PAA confirmation number from the PBGG aremium filing for Ikl year

(XJves [Ne
[Xives [INo

[Cdvee {TINo []Not determined
. {See Inptructions,)

| Part#lf '} Financlal Information

7 __ Plan Assais and Liabliities ) (a) Beginning of Year {b) End of Year
8@  Total plan assets 7a 515,884 886,760
b Tolal plan labliles ... 7h
€ Not plan assats {(SUblract g 7b 76N N 78)  meemimesremssisssemmenss T B15,684 286,768
8 Income, Expensas, and Transfers for this Plan Year ) {8) Amount {b} Total
a Conirfoutions recalved or recalvabis from: L i
{1)_Employars ga(1) 71,240 = ‘
(2} Parliclpanis Bal2) 27,664 . g
(3) Olhers (Including rollovers) Ba(3) : |
b Other Income {ioss) 8h 94,781 o i
€ Totalingome {add lines Ba{1). Ba(2), 8a(3), and Bb) [ B ] o 153,685
d Benafils pald (including direct rollovers and Insurance premiums pover 0
10 provide benefils) 8d 122,800 . |
e Certain desmed and/or corrective distributions (sea Instructions) .| Ba - |
f  adminlstrative servica providers {salasles, fees, commisslons) .| Bf : L :
4 Other expenses ag i
h _Total expenses (add lines Bd, 8. B, and 88) wemvsismscssssmsosnanse] 8 122,800
I Netincome {loss) {subtrast ling BN from Ne 86)  wwmcrmuressresssmesme] 8l 70,885
i Tranafers to {from) the plan (see ngtructions) T, 8] R j
&art‘lV"’l Plan Characteristics
Ba] Iftha plan provides pansion banafils, snter the applicable penslan laatura codes from the List of Plan Charagteristic Codes in the Instructions:
2E 2T 3p
b | f the plan provides welfare banefits, enter the applicable welfars faature codes from the List of Plan Characteristle Godes in the Instuctions:
l ‘PartV 1 Compliance Questiong
10 During the plan yaar: Yoz |No Amount
a  Was lhare a failure {0 tranamit to the plan any parficlpant contributions within the time period
describod i 29 CFR 2510.3-1027 Conlinue {o snawer "Yas® for any prior year faliuras untll fully
correcled. {See insfructions and DOL's Volumtary Fiduelary Cerrectlon Program) serimsnansprrsssesnaras | 108 X
b Woera there any nonexempt fransactions with any party-in-interest? (Do ot Include ransactions
reported on line 10a.) 10b X
€ Was'the plan ooverad by a fidelily bond? 10¢ | X 250,000
d  Did the pian have a loss, whethar or not refmbursed by the plan's fidellty bond, that was caused
by fraud or dishoneaty? 104 X
€ Were any fees or commiselons pald 1o any brokers, agenta. or other psraona by an insuranca
carrer, Insurance sawvice, or othar organlzation thal provides somo of all of the benafits under
the plan? {See Instructions ) 1o X
Has the plan falled (o provide any banefit when due under the plan? 10f X
g Did the plan have any parficlpani foans? {if "Yes," enter amount aa of year and,) e kL A 10,789
h  If this s an Inslvidusl account plan, was there a blackoul parled? {See Instructions and 28 CFR i
2520,101-3.) 10h x i
I if10h was answarad "Yes," chack the box If you eliker provided the required notice or one of the a |
exceptions 10 providing tha notice appllad under 28 CER 2520,101-3 101 :
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Part Vi Pansion Funding Compllance
11 s this & defined benefit pian subjact to minimum funding requiramenia? (If “Yes.* see Inslructions and complele Schedule

58 {Form 5500) and lines 11& and b befow,} If this Is & dafined contribuilon penslon plan, leave line 11 blank and complete 7 Yes No
line 12 below 1 ‘rryTss ey e ¥ ARLLE e
@, Bnler the utpald minimum required contrlbutions for ail yaarg from Schedula S8 (Form 5500) e 40 eeeenurs . l 11a |

b PBGC mlssad contributian raporting roquirements, If the plan fe coverad by PBGC and the ameunt reported on line 11a i3 graater than 50,
has PBGC been notified us required by ERISA sactlone 4043(c){5) andfer 303(x}{4)? Check the applicable box:

[] Yes,

("1 Ne. Reporling wae waived undar 26 GFR 4043.26(¢)(2) bacause conlributions equal to or exceeding the unpaid minimum required contribution
wara made by lha 301h day after ihe due date, ‘

{1 No, The 30-day peried referenced In 20 CER 4043,25(c){2) has hot yet ended, and the sponser intends to make a contribubion aqual lo or
axcaading the unpald minimum raquired contributlon by the 30th dey after the due date,

[T No. Other. Provide explanation

12 s ths a defined contribution plan sublect te the minimum funding requirements of sectioh 412 of the Code or section 302 of

ERISA? [ ves No

{if "Yes,” compiele line 12a of lines 12b, 12¢, 12d, end 12a below, a8 applicable.) I hls Ia & defined baneflt penslon plan,
leave line 12 blank and compiate iine 11 abova.

a  If 8 walver of the minimurr funding standard for a prior year is being amortized in this plan year, sea [nsiruclions, and ortar ihe dale of tha lelier

ruling granting the walver s srsssrsrinin s Month Day Year

If you compieted line 12, complste lines 3, 9, and 10 of Schadylg B (Farm £500), and skip to ling 13,

b Enler the mirlmum required contribution for this plan year, 12b

C Enler the amounl conlributed by the empioyer o the plan for the plan vaar 126

d  Subtract the ameunt in line 12¢ froem the amount In line 126, Enter the resull {snter 8 minus sigh {o the iaft 124
of & negalive armount) s sraisiinans o sats iy

e Wil Lhe mirlmum funding amount rapanied on line 12d be mel by tha funding daadling? [ ves[] No [ na

Ijart Vil l Plan Terminations and Transfers of Assets
134 Has a resolution to lerminate tha plan been adopted In any plan yesr? 7 Yee X] No

if “Yas," enler the amaunt of any plan assets that reverted to the employer Lhis year 138

b Were all the plan assets distributed lo partizlpants or baneflclaries, transferred to another plar, or brought under 1 vas X No
ihe control of the PBECT  wuusscmmsnsssssmammmsnssmemesssriss: e o o

C W, during this pian year, any assatls or llabiliiles ware transferred from this plan to another plan{s), ldentify ha plan(s) 1o
which assets or liabllltlgs wera transferred. (Ses Inalructions.)

13¢{1) Name of plan(s): 13¢(2) EIN(=) 13c{3) PN(g)

Part VIIl_| IRS Compliance Questions
142 Does Lhe plan salisfy the coverage and nondlscriminalion tests of Code soctions 410(b) and 401(a)(4) by comblning this plan wilh any othar plans
under the permissive rggregation rules?  [X] Yes D Ne
44k If this Is a Code section 401(k) plan, check all boxes that apply te Indleale how the plan is Intanded to satlsfy the nondiscrimination: requiremants
for employee deferrale and empioyer malching contributions (as applicable) unter Code sections 401{k)(3) and 401(m)(2}.
[X] Deslgn-baced safe harber method
L] "Prior year” ADP tast
L] "Gurrent year” ADP 126t
[ NvA
18  if the plan aponaor |s an adopler of & pre-approved plan that recetved a fevorabla IRS Opinion Letler, enter tha date of the Opinion Latier
06/30/ 2029 (MM/DD/YYYY) and the Opindon Lelter serlal mismber g703720a |




