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
SANTA CLARITA HOME HEALTH, INC. PENSION PLAN PN) D 002
1c Effective date of plan
01/01/2020
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) 81-0579762
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
SANTA CLARITA HOME HEALTH, INC. 2c Sponsor's telephone number

310-630-7766

2d Business code (see instructions)

22620 MARKET ST., STE. # 200
SANTA CLARITA, CA 91321 621610

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 S
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 4
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined 5¢(1)

contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
Der « C0 5¢(2)
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 3
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

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

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

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

SIGN Filed with authorized/valid electronic signature. 09/10/2025 PAUL DEREK

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

SIGN Filed with authorized/valid electronic signature. 09/10/2025 PAUL DEREK

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 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 263412 292063
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 263412 292063

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) 0

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 0

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 28651
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 28651
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 0
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 28651
j Transfers to (from) the plan (see instructions) 8j 0

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 1C 1l 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 30000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

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

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 | 11a | 0

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

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

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
D No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
B RIS A 7 ettt ettt ettt e e teeeeeateeeeaateeeateeeeastteeeaateeeaateteeannteeeanteeeaseeeeannteeeateeeaasaeeeeanteeeataeeeanteeeeanreeeareeeennneeas D Yes B No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave
line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for thiS PIAN YEAr ..............ccoiioioeoeeeeeeeeeeeeeeeeeeeee e 12b

C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne D Yes D No D N/A

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @any Plan YEar? ..............ccccoeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeen e D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year...............cccccocooiniiiiiiii. 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
[l lal 1o e TN d = T O T T T T T P TP P T TP TP PPPPTPPPPPPPPR

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

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

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [ Yes [] No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

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

M NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 03/30/ 2018
(MM/DD/YYYY) and the Opinion Letter serial number_ J501504A




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
Employss Benefits Security Administration Retirement IncomeISecurlty Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
. . nternal Revenue Code (the Code). Inspection
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
SANTA CLARITA HOME HEALTH, INC. PENSION PLAN plan number (PN) > 002
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
SANTA CLARITA HOME HEALTH, INC. 81-0579762
E Type of plan: ]E Single D Multiple-A D Multiple-B ‘ ‘ F Prior year plan size: B 100 or fewer D 101-500 D More than 500
‘ Part | l Basic Information
1  Enter the valuation date: Month _ 12 Day 31 Year 2024
Assets:
@ MATKEE VAIUE ...ttt st e st s e bbb s e s e st et a sttt s e ennas 2a 292063
D ACUBIHAI VAIUE ... 2b 292063
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 1 2199 2199
3 193194 193194
4 195393 195393
4
a Funding target disregarding prescribed at-risk assSUMPLIONS ............ooiiiiiiiiiiiiie e 4a
b Fuqding target reflecting at-r.isk assumptipns, but disregallrding 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 5.01 %

6 Target normal cost

a Present value of current plan year @CCIUAIS ............coiiiiiiiiiie e e e 6a
b Expected plan-related @XPENSES ..........c.ccooveveviveuceieeeeieeeeeeeeeee et eee et en et aen st eaess s s s s 6b
(o T L=y B 4T = [ et AR 6¢c

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 08/21/2025
Signature of actuary Date
HAI TAN TU 23-03857
Type or print name of actuary Most recent enroliment number
ALLIED CONSULTANTS, INC. 909-393-4912
Firm name Telephone number (including area code)

14768 PIPELINE AVENUE
CHINO HILLS, CA 91709

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions D

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2024
v. 240311



Schedule SB (Form 5500) 2024

Page2-[ 1 |

Part Il

Beginning of Year Carryover and Prefunding Balances

7

Balance at beginning of prior year after applicable adjustments (line 13 from prior
VAT .ttt ettt e et e e e bt e e et e e arneeeenes

(a) Carryover balance

(b) Prefunding balance

0

0

Portion elected for use to offset prior year’s funding requirement (line 35 from prior
VEAT) .ttt ettt e et et eeaanes

Amount remaining (lin€ 7 minus liN€ 8) .........ccoiiiiiiiiii e

10

Interest on line 9 using prior year’s actual return of Yo

11

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

a Present value of excess contributions (line 38a from prior year) ...........cccccovceveninne,

67756

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 4.75 %

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

C Total available at beginning of current plan year to add to prefunding balance

d Portion of (c) to be added to prefunding balance ..............ccccoevveeeeeeeeeeeeeeeeee

12

Other reductions in balances due to elections or deemed elections ............c.c............

13

Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) .................]

Part Il

Funding Percentages

14

FUNding target attaiNMENt PEICENTAGE. .........ov.urveereeeeeeeeeeseesees e sessee s s es s ses s ss s essess s s ses s eses s ss s sssesssessssesssanssessesessessssessenessenesnnsenas 14

149.47 %

15

Adjusted funding target attainMmEeNt PEIFCENTAGE ...........oi ittt ettt et e e et e e et e e e bt e e e annbeeeanbeeeabeeeeannne 15

149.47 %

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAr'S FUNAING FEQUITEIMENT. ...ttt et e ettt ettt e e ettt e e eab et e ettt e e ettt e e ab et e ettt e e et e e e anb e e e eabeeeeaaneeas

102.92 %

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage

............. 17 %

Part IV

Contributions and Liquidity Shortfalls

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

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

(a) Date

(b) Amount paid by

(MM-DD-YYYY)

employer(s)

(c) Amount paid by
employees

Totals » | 18(b)

18(c) | 0

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

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

................................. 19a

19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date................... 19¢

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 D Yes @ 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




Schedule SB (Form 5500) 2024 Page 3

PartV |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

1st segment:
5.01 %

2nd segment:
5.26 %

3rd segment:
5.59 %

a Segment rates:

[ | 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
EE YL el g 1 =Y o | SO T OO O T PO PP PP PU PR OUPPPTRPPP 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 @ll PrOF YEAIS ...........c.c...ceeeeeeeeeeeeeeeeeesee s es s eeas 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 VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
@ Target NOMMAl COSE (IN€ BC) ........v.vveveeieceeeeeeeeteeeeeee ettt et see ettt e et e s s es s es et et esess s es et e s esesnss s enenesesesraens 31a 0
b Excess assets, if applicable, but not greater than liNe 31@ ..........ccoovoiiiieeeeeeeeeeeeeeeeee e 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment .............cccoiiiiiii 0
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 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding 0 0 0
reqUIrEMENt ......oooviiiiiiiiiiiiiieeeeee e
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




-Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nas. ;;1%110
.-' Dh‘pallrnantpfmaTreasprlr ‘Benefit Pian 0-0089

- Intomi Revelus Serveo This form is required to be flled under sections 104 and 4065 of the Employee Retirement 2024
— incoine Secunty Act of 1874 (ERISA}, and section 8057(b) and 6058(3) of the Intemal
; Dapartmant of Lao : X )
“Ehsgne Bena:ts S:uu:ty rdriviraton | - Revenue Code (the Code). This Fcr_m is Oppn to
L Peinglon Beneﬂl Suaraiiy Goperiten | Public Inspection

» Complebe all entries in aceordance with the instructions to the Form 5500 SF.

Annual Report ldentification Information B B
ar. calendar plan year 2024 ur fscal plan‘year beginning © 01/01/2024 and ending e 12/31 /2024 -
_A Thls returnfreport is for E & single-employsr plan |:| a multiple-employer plan (not multiemployer) {Pension plan filers checking this box

must attach Schedule MEP, Other plans must attach a list of partivipating employer
information in-accordance with the form instructions. }

B Thisretunfraportis: - [:l the first retum/report [] the final return/report
. . _ D an amended returnfraport D a short plan year return/report (less than 12 months)
c .Ch.s.cl_c_"box if filing unider: _ ﬁ Fol‘m 5558 I:l automatic extension D DFVC pragram
: : : special extension {enter description)
D' Ifthe plan is a oollactlvaly—bargalned plam, check hare [ !
' E lithisis a refroactively: adopted plan permittad by SECURE Act section 201, check here erensrssensirnens B .

Basm Pian _nformat:on === giiter all reguested :nformatlon

Ma _Name of plan tb Three-digit plan number :
 Santa. Clarita Home Health, Inc. Pension Plan (PN) b 002

1¢ Effective date of plan

: . . 01/01/2020 .

A -Plan: sponsor's name {employer if forasmgle—employer plan) ' © . - | 2b Emplover Identification.Mumb
““Mailing Address (inctude room, apt., suiite na. and street, or P.O. Box) : Elhil))' yt;rlm;r;l;;?i 2};1 M
-Gity:or.town, state 'or province, oountfy and ZIP or forelgn postal code (if forgign, see mstructlons) { Bt Mt

/8% ta Clar:.ta ‘Home ‘Health, 'Ing. : . _ 2c Sponsor's telephone-humber
- ' (310): 630-77656

- 2d Business cods {see. nstructions) '
621610 -

3 f'..zzszo Market St., Ste: # 200

S ug .-:Santn Clarita CA 91321 _
.Sa:.f:zF‘!an ‘administrator's name and address L_¥:|_Same_ as Plan Sponsor ' 3b Administrator's EIN

3¢ Administrator's telephone number

o the name and/or EIN of the plan ponsor or the P!an name has changed since the last returnlreport filed : 4b EIN .
;-farthis plan. enterthe plan sponsors name, EIN; the plan name and the plan number from the last e S

- “return/report, _ ) -

" @ Spansorsname . .. 4d Py
S -:(;_f.p|'an.Name ' '
- Ba - Total-number of participants-at the beginning of the plan year - 5a .5

b Total numher of particlpants at the end of the plan year 1 8b a -

. .c(1) ‘Nitmber of participants with account balances as of the beginning of the pian year (only defined 5 c(1) '

' .- contribution plaﬂs complete this |tern) ] :

' -'c(2) “Numbisr of particifants with account balances as of the end of the plan year {only definad 5¢(2)

. o contrlbutlon plans complete thie-item) = - -

S _d(‘l) Total number of active partlmpants at the beginning of the planyear . Sd(1) | 5
N -_d(?.} Total number of active pamclpants at the end of the plan year - 5d(2} | i 3
Sy Number of participants who termlnated employment during the plan year W|lh accrued herefits that ) -

* Wairé Jass thari 100% vested - ; Be 0

Cautlon' A penalty tor the late of Incompleta fi Iing of this return/repert will be assessed unless reasonable cause is established.

:{__Under panallles of purjury and athier penalties set forth'in the mslruchons | declare that | have examinad this returnirepatt, including, if applicable, a Schiedule
<. “SB of Schedula MB completad ‘and. signed by an enrolled actuary, as well as the electronic version of this return/repor, and te the best of my knowledge and
: belief ris lrue. correct ang complete

'rL g M — B 3”0/?\ Paul Derek

' ' yhature of plan administrator ' Date i __,,Enter name of individual srgnmg as plan admmlstrator
B ' %i Ak MN : J/iO/Z ( Paul Derek _ _
Signature of employer/plan sponsor Date | Enter name of |nd|vldual sngnmg as employer or plan sponsor
- For Paperwork Reduction Att Notice, see the instructions for Form 5500-SF, - S o Form5500-SF (2024)

v 240311
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Ba .'Were al! of the plan’s assets durlng the plah year invested in eligible assets? (See mstruct:one ) ; : - Elves [No
b . Ate you claiming a waiver of the anriual exarfination and report of an independent qualifiad publtc accountant (IQPA) :
_under 29 CFR2520.104-487 (See |nstruct|ons on waiver eligibility and conditions.) [X]ves [INo
- If you answered "No" for e:ther tlne Ba or !lne 6b, the plan cannot use Form 5500-SF and must instead use'Form 5500. -
€ ' If the ptan is 4 defined benefit plan; is it covered underthe PBGC insurance’ program (see ERISA sectzon 4021)7 - - “ves No [} Not determined

. "Yes" is checked enter the My PAA oonﬁrmatlon nurmiber from the FEGC premlum filing for this year - (Bee instructians.}

F:nanclal tnformatron

- Plan Assets and’ Llabilittes S (a) Beginning of Year {b) End of Year

) _Total plan assets ' 263,412 . 292,083
“Total plan fiabilifies - - .. - _ . R B R
" Neét plan assats {subtract line 7b-from line L) B - R ~Tc . 263,412 - 292,063
- Income, Expénses; and. Transfefs for this Plan Year - g (a) Amount’ {b) Total -

-8 - -Contributions received or reoelvable from : :
o) Employers sstre p—— ~8a(1)
iy Parhc:pants icmieemsrberbhnemeiessdi ivvariebiseriersiviiabesans 8a(2)
(3) Dihers (including rcl[overs) ' _ 8a{3} .
- Other income {loss) -« resiaes i : . 8b
. Total-income (add lines 8a{1); 83(2) -Ba(3), and 12y RSt I
~Benefits pald (heluding direct rollovers and Insurance premiums '

1o provide berefi ite) - i 8d
‘@ Certain deemed and/or correctiva drstnbutlons {see mstructions) wl 8e
f 3Adm|n|strat|ve servlce prn\rlders (salarles fees. commlssmns) e BF
[ Other expenses irvin : i 8y
" h Total expenses {add lines 8d; 8e, 8 dnd :lt) RO ———
~ Net rncome (ioss) (subtract fing 8h fron line Bc) - B
; : 'rsto(from)the plan (see mstructlons) anbrrssdnmemiasnensas Bj

9a If _ e plan 'p vides pernision beneﬂts enter the apphcable pensmn feature codss from the Ltst of Plan Characterlstlc Cedes in the instructions:
G 1A 1c AT C3D : :

: - Dirfinig the plan year:: - Yas | No : Amount
S | __;Was there a failure to transmtt to the plan any participant contributions wﬂhm the time period - o Ce
e 'descnbed in 29 CFR 2510 3-102% Continue to- answer "Yes" for any prior vear faitiires untii fully i
carrected. (See Instructions and DOL's Voluntary Flducaary Correction Program) wimsenicasnsasssnnriins . | 10 X
Were there: any ncnexempt transachcns wnth any party—m interest? (Do not include transactions C
; reported online10a.). . TS % _ S
- Was the plah covered by a fidelity bond? ... iervviieninn | 10677 % | " 30,000 -
1" DIdthe pléin have a loss; whether or not relmbursed by the plan's fidelity bond that was caused o 1 L
: by fraud or d|shcmesty'? ; | tod X
S T Werer any. faes oF commissions paid to any brokers, agents, or other persons by an insurance B
R carrier insurance setvice; bt othier organlzatuon that provides some or all of the benefits under - : '
thie plan? (See instructions)) L. . : 10e 5
~_F " Has the plan fallec_t_to provide any benefit when due under the plan? - o 10f
.9 Did the plan have any particlpantzl'ca'ne?'('lf "Yes," enter amount as of year end, ) e .. wiei | 109
- h ffthisisan mdrwduat account plan was there a blackout perlod'? (See |nstructrons and 29 CFR- . B
2520040130 : : o 10h
N e | 1€Jh was answered “Yes," chieck the box i you -either provided the required notice or one of the -
- -._-"exceptlons tor prowdmg the notice’ appiled under 29 CFR 2520.101-3 ; e | 100




Form 5500-8F 2024 Page 3 ~| |

Pension Funding Compliance

11 Is this‘a defined benefit plan subject to minimurh funding requirements? (if "Yes." see instructions and complete Schedule :
.. 8B (Form 5500) and Imes 11a andb hetow ) If this is a defined contribution pension plan, leave line 11 blank and complete El ves [1 No
_ding 12belaw i intissstisessessiratnsmsannrssassnrses
_d. Enter the Unpaid. mlmmum requnred contributions for all years from Schedule SB (Form 5500) line 40 ... | 112 I

. ‘b pBGC mlssed contrlbutron reportlng requirements. If the plan is covered by PBGC and tHe amaunt repoded on line 11a is greater than $0,
R _.hes PBGC been notlf‘ ed as required by ERISA Sections 4043(c)(5) and/or 303(k)4)? Chack the appllcable box:

'D Yes.

3 [:| No, Reportlng was waived under 28 CFR 4043.25(c){2) bacause contributions equal to or exceedln

g the unpaid minimum regisired contributien
- were made by the 3Dth day after the due date

o {:I No. The 30-day penod referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor-intends to make a contribution equal to or
: exoeedmg the uripaid irfLm reqwred contribution by the 30th day after the due date.

o I___i No. Other Prowde explanatron

E Is thls Aa-defi ned contnbutron ptan sub]ect to the minimum fundmg requ:rements of seetlon 412 of the Code or sectaon 3020f . o

ERISA? avssisiine |3 Yes [&] No
M Yas complete. ilne 12a or- Ilnes 12k, 12¢c, 12d, and 12e below, as. appllcab!e}lf this |sedet'ned benet“t pensmn plan; A
avi line 12 blank and completé line 11 above, -

oA g waiver of the mlnimum fundlng standard fer a prior year is bemg amoitized in lhls plan year, see mstructmns, and enter the date of the letter

' -’--rqgg granting the waiver - e wes - Month Day ‘- Year -
fyou completed !Ine 12a, coniplete lines 3,9, and 10 .of Schedule MB (Form 5500), and’ sklp to Ime 13 : : s
'_E-Enterthe mimmum requured contrlbutron for this plan year.. ‘ : ; ST 25'_.
cE ;;Enter the amount contnbuted by the emptoyer to the plan for the plan year — — 12¢ .
Subtract the amaunt in Ilne 12¢ from the-amount in line 12b Enter the result (enter a minus sign to theleft "12d 1
o malwe amount) i o .
A WuII the Inlmum fundlng amount reported an line: 12d be met by the fundlng deadlme'? : : ] Yes [ ] Mo I:] MNIA
Plan Terminations and Transfers of Assets _ _ .
da Has'a resolution to terringte the plan heen adopted inany plan year? ... . oM Yes L[] wNo
¥ if "Yes." enter the amount of any pian assets that reverted to the empioyer this year E—_ S | 132

- .-_b’ -~ Were ali the plan assets dlstnbuted to- partlcipants or beneﬂaartes, fransferred to another plan.-or brought dnder . g Yes No
" .- fhie cantrol of the PBGE?. , ioviving ombaieinnseriayin ¥ : ) s

+ue

© dunng this'plar. year, any asséts or ligbiliies were transferred from this plan to another plan(s); identify the plan(s) to
-~ hiich ‘assets or Ilabllltles were transferred {See instructions.) S :

13c(1) Name of. plan(s) . : . 13c(2)”EIN(S} 13&3) F_?N'(eJ

IRS'Co'mplianceQuestions

4a Does the plan saﬂsfy the coverage and nondiscrimination tests of Code eectlons 410(b) and 401{a)(4) by cornbining this plan with a’hy other plans
“ynider the permissive aggregation rules? . [X] Yes [ No

L 14b I this i isa Code sectnen 401(k) plan, check 4ll boxes that apply to indicate how the plan is |ntended to satrsfy the nend:scnmmateon reqwrements
: for empioyee deferrals and:employer rnatchzng contrlbutions (as applicable) inder. Code sections 401 (k)(S) and 401(m}{2)
- [[] Design-based safe harbor method
[ "Prior year' ADP test
S "Current year ADP test

] NIAC

_if the plan sponsor is an .adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the‘Opinion Letter -
03! QIF 018 (MM/DDIYYW) and the Opmzon Let'ter serigl-number - J501504a




SANTACHCB SChedUIe SB ”ne 22 _ October 13, 2025
Description of Weighted Average Retirement Age

Santa Clarita Home Health, Inc. Pension Plan
81-0579762 / 002
For the plan year 01/01/2024 through 12/31/2024

The age reported is the weighted average of the assumed retirement ages for all active participants as of the valuation date based on
their funding target or target normal cost should the funding target of the plan be zero rounded to the nearest whole age. For an active
late retiree, the assumed retirement age may be later than the Plan's normal retirement age. Each participant's rate of retirement is
assumed to be 100% of his/her assumed retirement age.



SANTACHCB

Schedule SB, Part V October 13, 2025
Summary of Plan Provisions

Santa Clarita Home Health, Inc. Pension Plan
81-0579762 / 002

For the plan year 01/01/2024 through 12/31/2024

Employer:

Type of Entity -
Dates:

Eligibility:
Hours Required for -
Plan Entry -
Retirement: Normal -
Early -

Average Compensation:
Top Heavy Minimum Benefit -

Plan Benefits: Retirement -

Pay Credits -

Interest Credit Rate -

Accrued Benefit -

Early Retirement -
Death Benefit -
Disability Benefit -

Top Heavy Minimum:

IRS Limitations:

Normal Form:

Optional Forms:

Vesting Schedule:

Santa Clarita Home Health, Inc
C Corporation
EIN: 81-0579762 TIN: 87-2526721 Plan #: 002  Plan Type: Cash Balance

Effective - 01/01/2020 Valuation - 12/31/2024
Top Heavy Years - 2020, 2021, 2022, 2023, 2024

All employees excluding non-resident aliens, members of an excluded class, union, and excluding members of
Loc - 4"

Minimum age - 21  Months of service - 12
Eligibility - 1000 Benefit accrual - 1000 Vesting - 1000
First day of 1st or 7th month of plan year on or next following eligibility satisfaction

Attainment of age 62 and completion of 5 years of participation
Not provided

Current compensation

Highest 5 consecutive years of participation

Frozen benefit formula

Classification Pay Credit Formula

1 5% of compensation
2 85% of compensation
3 85% of compensation

Current Yr - 4%  Projected Yrs - 4%
Frozen accrued benefit as of 01/01/2022
Maximum allowable distribution is lump sum equivalent of normal form not to exceed 415 maximum allowable

distribution, which is the lesser amount computed using a) 5.5% interest and the Applicable Mortality Table or
b) plan actuarial equivalence interest and mortality

None

Present Value of Accrued Benefit
None

Frozen Top-Heavy benefit

415 Limits - Percent: 100 Dollar: $275,000
Maximum 401(a)(17) compensation - $345,000

Life Annuity

Lump Sum
Joint with 50% or 100% Survivor Benefit

100% vested in 3 years.
Service is calculated using all years of service except years prior to plan effective date

Present Value of Accrued Benefit: Based on the Hypothetical Account Balance.




SANTACHCB

Schedule SB, Part V

Summary of Plan Provisions
Santa Clarita Home Health, Inc. Pension Plan

81-0579762 / 002

For the plan year 01/01/2024 through 12/31/2024

October 13, 2025

Actuarial Equivalence:

Pre-Retirement - Interest -
Mortality Table -

Post-Retirement - Interest -
Mortality Table -

4%

None

4%

183F - 1983 Individual Annuity (female)



SANTACHCB

Schedule SB, Part V

Statement of Actuarial Assumptions/Methods
Santa Clarita Home Health, Inc. Pension Plan

81-0579762 / 002
For the plan year 01/01/2024 through 12/31/2024

October 13, 2025

Valuation Date:

Funding Method:

Age -

Prospective Compensation -

12/31/2024

As prescribed in IRC Section 430

Eligibility age at last birthday and other ages at nearest birthday

Current compensation

Form of Payment - Assumed form of payment for funding is lump sum which is the Hypothetical Account Balance. Funding Target
for lump sum is the current Hypothetical Account Balance projected to the assumed retirement date using the
Interest Credit Rate discounted using appropriate segment rate. Lump sum on plan actuarial equivalence rates

Interest Rates -

Pre-Retirement -

Post-Retirement -

Asset Valuation Method:

will not exceed 415 maximum allowable distribution, which is the lesser amount computed using a) 5.5%

interest and the Applicable Mortality Table or b) plan actuarial equivalence interest and mortality

Segment rates for the Valuation Date as Segment rates as of September 30, 2023 As
permitted under IRC 430(h)(2)(C) permitted under IRC 430(h)(2)(C)(iv)(Il) - ARP
Segment # Year Rate % Segment # Year Rate %
Segment 1 0-5 5.01 Segment 1 0-5 5.01
Segment 2 6-20 5.26 Segment 2 6-20 5.26
Segment 3 > 20 5.36 Segment 3 > 20 5.59

Mortality Table - None

Improvement Scale - None

Early Retirement Table - None

Turnover Table - None

Disability Table - None

Salary Scale - None

Interest Credit Rate - Current Yr - 4%  Projected Yrs - 4%
Expense Load - None

Ancillary Ben Load - None

Mortality Table - 24C - 2024 Combined

Improvement Scale - None

Cost of Living - None

Fair market value of assets adjusted for contributions under IRC 430(g)(4)

Discrimination Test Assumptions:

HCE Determination -

Otherwise Excludable - Otherwise Excludable HCEs are included with the Not Otherwise Excludable employees

410(b)/401(a)(4) Testing:

Pre-Retirement -

Post-Retirement -

Permissively Aggregated Plans -
Compensation -

Testing Age -

Testing Service -

Normal Form for MVAR -

Based on all employees

Interest - 8.5% CB Projection Rate - 4%

Interest - 8.5%
Mortality Table - U84 - 1984 Unisex

Tested as a Single Plan

Use current compensation to calculate the benefit accrual rate (annual method)
Normal retirement age or attained age, if older

Separate benefiting service for DC and for DB for Accrued-to-Date Method

Joint with 50% Survivor Benefits



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

Santa Clarita Home Health, Inc. Pension Plan
81-0579762 / 002

For the plan year 01/01/2024 through 12/31/2024

October 13, 2025

401(a)(26) Testing:
Compensation - Use current compensation to calculate the benefit accrual rate for 401(a)(26)

Testing Age - Normal retirement age or attained age, if older



SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

OMB No. 1210-0110

Single-Employer Defined Benefit Plan
Actuarial Information

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

2024

Retirement Income Security Act of 1974 (ERISA) and section 6059 of the
Internal Revenue Code (the Code).

> _File as an attachment to Form 5500 or 5500-SF.

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

» 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

Santa Clarita Home Health, Inc. Pension Plan

B  Three-digit
plan number (PN)

i

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF

Santa Clarita Home Health, Inc.

D Employer Identification Number (EIN)
81-0579762

E Type of plan: [X]Single [[] Multiple-A [] Multiple-B

Prior year plan size: [X]100 or fewer ["1101-500 [_] More than 500

Partl| Basic Information
1 Enter the valuation date: Month 12 Day 31 Year 2024
Assets:
a Market value 2a 292,063
b Actuarial value 2b 292,063
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 0 0 0
b For terminated vested participants 1 2,199 2,199
C For active participants 3 193,194 193,194
d Total 4 195,393 195,393
4 Ifthe plan is in at-risk status, check the box and complete lines (@) and (b)  vverrveersenarens ] - -
a Funding target disregarding prescribed at-risk assumptions 4a
b Funding target reflecting at-risk assumptions, but disregarding trgnsition (ule for plans that have 4b
been in at-risk status for fewer than five consecutive years and disregarding loading factor ~ ......ceeeverens
5  Effective interest rate 5 5.01 %
6  Target normal cost “
a Present value of current plan year accruais 6a
b Expected plan-related expenses 6b
C Target normal cost 6¢c 0

Statement by Enrolied Actuary
To the best of my knowledge, the information supplied in this schedule and accom,
applied in accordance with applicable law and regulations. In my opinion, each ot

other assumptions, in combination, offer my best estimate of anticipated experience under the plan.

panying schedules, statements and attachments, if any, is complete and accurate. Each presribed assumption was
her assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such

SIGN
“HERE.. —%711/ Z,___ ‘Z——/ 08/21/2025
o7 Signature of actuary Date
Hai Tan Tu 23-03857

Type or print name of actuary
Allied Consultants, Inc.

Most recent enrollment number
(909) 393-4912

Firm name

14768 Pipeline Avenue

Telephone number (including area code)

US Chino Hills CA 91709
Address of the firm
it the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see O

instructions

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 [ ]

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 year) 0 0

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

9 Amount remaining (line 7 minus line 8)

10 Interest on line 9 using prior year's actual return of _0.009% eerrrereersenrenne

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

a Present value of excess contributions (line 38a from prior year) 67,756

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 4.75 %... 0

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

actual return 0

Total available at beginning of current plan year to add to prefunding
balance

d Portion of (c) to be added to prefunding balance 0

12 Other reductions in balances due to elections or deemed elections  eeeeeseeeeees 0 0

13 Balance at beginning of current year (line 9 + line 10 + line 11d - line 12) 0 0

Part Ill Funding Percentages

14 Funding target attainment percentage 14 149.47 %

15 Adjusted funding target attainment percentage 15 149.47 %

16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to 16
reduce current year's funding requirement 102.92 %

17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage  ceeeesseeneens 17 %

Part IV Contributions and Liquidity Shortfalls

18 cContributions 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) o [18(c) 0

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 —  .eeeeeeeceseeenesnsens 19a

b Contributions made to avoid restrictions adjusted to valuation date 19b
c ggtrétributions allocated toward minimum required contribution for current year adjusted to valuation 19¢

20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a "funding shortfall" for the prior year? [] Yes [X]No
b If line 20a is "Yes," were required quarterly installments for the current year made in a timely manner? [] Yes [ ]No

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

Liquidity shortfall as of end of quarter of this plan year

1) 1st () 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2024 Page 3

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

21 Discount rate:

1st segment: 2nd segment: 3rd segment:

a Segment rates:

[] N/A, full yield curve used

5.01 % 5.26 % 5.59 %
b Applicable month (enter code) 21b 0
22 Weighted average retirement age 22 62
23 Mortality table(s) (see instructions) |Z| 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 year? If "Yes," see instructions regarding required
attachment [Jyes[X] No
25 Has a method change been made for the current plan year? If "Yes," see instructions regarding required attachment ~ .ececveceenecsenensnnes |:| Yes |Z| No
26 Demographic and benefit information
a Is the plan required to provide a Schedule of Active Participants? If "Yes," see instructions regarding required attachment =~ «ecveeeeeueee [Jyes[X] No
b Is the plan required to provide a projection of expected benefit payments? If "Yes," see instructions regarding required attachment [Jyes[X] No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
attachment
Part VII | Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all prior years 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior 29
years (line 19a)
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS iNE 29)  cccscuseusessesscssussaseases 30
Part VIII | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
a Target normal cost (line 6¢) 3la
b Excess assets, if applicable, but not greater than line 31a 31b
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment
b waiver amortization installment
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  .weeeesssseseess
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33) 34 0
Carryover balance Prefunding Balance Total balance
35 Balances elected for use to offset funding
requirement 0 0 0
36 Additional cash requirement (line 34 minus line 35) 36 0
37 Contriputions allocated toward minimum required contribution for current year adjusted to valuation 37
date (line 19c) 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 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 ine 37) wceceerveeees 39 0
40 Unpaid minimum required contributions for all years 40 0

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

41 If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate
the first plan year for which the rule applies. (12019 [J2020 []2021




