Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. OO

Department of the Trea;ury Benefit Plan
Intemal 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
LOGAN HEMATOLOGY ONCOLOGY, INC., 401(K) PSP PN) D 001
1c Effective date of plan
01/01/2004
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) 01-0733605
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
LOGAN HEMATOLOGY ONCOLOGY, INC. C Sponsor's telephone number

304-746-7920

2d Business code (see instructions)

77 HOSPITAL DRIVE
LOGAN, WV 25601 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 6
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 6
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 6
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) 6
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 4
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 1

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. 10/14/2025 SAFIQUE AHMED, M.D.
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 2090114 2311489
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 2090114 2311489

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) 13483

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 33490

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 191617
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 238590
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 11004
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 6211
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 17215
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 221375
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:
2A  2E 2F 2G 2J 2K 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)........................ 10a | X 5342
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




Form 5500-SF (2024)

Page 3-| 1

Part VI Pension Funding Compliance

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

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes D 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_ Q703912A




Eorm 5500-SF Short Form Annual Return/Report of Small Employee B Niop. 1o aase
Deparimant of ta Treasury Benefit Plan 4
Irietial Ravaus Servics This fora b tequired fo be filed under sections 104 ant 4065 of the Emp&oye:a Retirement 202
Dapadsrant of |.ab Ihoome Securlly Act of 1874 (ERISA), and sactions 8057(b) and 6068(x} of the infernal
Erpioyee %EW%WW v Revenue Code (the Code), This Form Is Open to
Panaion Benalil Sudranty Comporation Public inspection
" y Complete all entrios In accordance with the Instructions fo the Form S800-5F.
ZRart i Annual Report ldentification information
For calendar plan year 2024 or fiscal plan year beginning Gi/01/2024 and ending 1273172024
A This retum/report is for: @ a single-employer plan D a multiple-employer plan (nof multiempioyer} {Pension Pian filers checking this box
must attach Schedule MEP, Othar plans must atfach a fist of participating employer
information in accordance with the form Instructions.)
B This retumnireport Is D the first raturn/report D the final returnfreport
[] an amended rewmmeport [ ] short plan year return/repont (fess than 12 montha)
C Check box iffiing under:  [&] Form 5558 D automatic extension [] DFVC program
[] special extenglon (enter deseription)
[} fthe planisa cullectiveiy«bargamed ptah. CHBEK HBIB ..o roreccsmrirmieriir CranesseneR AT LA YRS s e ¥ D
12 Name of plan 1b Three-digit plan number
Logan Hematology Onecelogy, Inc., 40i{k) PSP N ¥ 901
1¢ Effeclive date of plan
0L/01/2004
2a Plan sponsors name {employer, If for 2 single-employer plam 2b Employer dentification Number (EIN)
Malting address {inciude room, apt., suite no, and airéet, or P.O. Box) cions) 01-0733605
City or town, state or province, country, and ZHP or forelgn pogtal code (if foreign, see Instructions )
Logan Hematolegy Oncology, Inc. 2e Sspgziafzztee‘f%n;@ fumber

. E 0k
77 Hospital Drive 2d Business code (see insfructions)

Logan WV 25601 621111
3@ Plan administrator's name and address [X] Same as Pian Sponsor, 3b Administrator's EIN

3¢ Administrators telephone number

4 Ifthe name andfor EIN of the plan sponsor or the plan name has changed since the last retumvreport | 4b EIN
filed for this plan, anter the plan sponsers name, EIN, the plan name and the plan mbnber from the

tast relumireport, 4d pN
a Sponsor's name
¢ Plan Name
53 Total number of panticlpants at the BOGINNING OF thE PIBN YEEF .vuu.s.sewrssssmsssmsssessrasnsssessisrssamsssrssesrsssusers ba 5
b Total number of participants at the end of the Plan Year ... e e 5h &
¢{1) Number of participants with account balances as of tha beginning of the plan year (only defined 5¢(1)
ontabution pRans COMpPIEtE T8 HEMY curmwrrrrrsssremsreerinntcerstamssesinmcseses 6
©(2) Number of particihants with account baiances a5 of the end of the plan venr {eﬂly deﬁnw 5¢(2)
CONITBUTON PIANS COMPIONS TUS BN ... o..-vrsveeo.-scves coosessercasassassssessserssssssssssassessssssssssssss s ress €
ei(1} Total number of active participants at the beglnaing OF the: PIan YEa s rexriar i ererass — Sd(1) 4
d{2) Total numbar of active participanis at thi end of the PN YEar ... b neniesttserestas 50(2) 3
O Number of participants whe terminsted employment during the plan year with acorved benefifs that Sa
N s o i

Cautian: A peraity for the late or Incomplata filing nf this ratumlrnggrt wm be assenged unfess reaconablo causo 15 establishad,
Under penalties of paniury and ofher penaities set forth in the tnstructions, | declare that | have examined this retumn/raport, including, If epplicable, & Schedule

SBor $chedule MB camplated and ssgned by an engolled actuary, as well a3 the elestronle verslon of this retutn/report, and 1o the best of my kKnowledge and

10 . /L'f Q.S Safiogue Ahmed, M.D.
Date Enter name of Individual signing as plan adminlstrator
; ; Dale Enter name of individual siging as employer or plan sponsor §
For Paparwork Reduction At Notice, sen tha Instmctlnnﬁ for Fotm 850G-SF, Form 5500-SF {2024)

v. 240211



Forre 5500-SF (2024

Page &

R PR 0 Ty 5 [

6a Wereeatlpfithe plan's assets duithg the plan year invested in eligible assets? (See instructions.)

b Are you ciaiming & walver of the annual examination and report of an independent qualified public accountant (IQPA}
under B8 EFR2550.104-467 [Ses Instructions on waiver algibtity and CONTIIONS.) v e ptomasiss s o7 ‘w@w”fe&ﬂ Ne
If you answared *No* to either ling 6a or line &b, the plan cannot use Form 5600-5F and must lnstaad use Form 3800,

€ Hfthe planis a defined benefit plan, Is It covered under the PBGC insurance program {see ERISA seclion ¢021)7 ...
if *Yes" Iz chacked, enfer the My PAA confirmation number from the PBGC premium filing for this plan yoar,

T O T FTTC Y AT T PP

..[] ves [InNo [ Notdetermined
{San instructions. )

- Par Financial Information N
T Plan Ascets and Liabilities o (aj Beginnlng of Yoar {b) End of Yeoar
& _Tole plan assets . s e 7a 2,090,114 2,311,485
b Totel plan fiabiites o | TH ‘ o
¢ Nel planassets (sublract ling 75 from e 78)...cvrnes | 16 2,090,114 311,489
8 Income. ne, Expenses, and Transferg for this Plan Year o {a) Amount B
8 Contributions recolved or raceivable from;
{1} Emplovers ..... S 8a(1}
(2) Parbczganm FTYVPOPCRITNN .. .. 3
(3} Others fincluding roHOversd.. ez #a(3)
b Other incomas {loss) . o emeorsvmar s fils
£ Totel RGOS (2t lines Ba(1), 8a(2}, 8o(3), and em), T Bc
¢ Bensfits paid {including direct rollovers and Insurance premiums
10 provide Beneflet. s s s ad
o Ceortaln deemed and/or corrective distributions (sea Instuctions). )
f Adminisirative'service providers (safaries, fees commissions)..... gt
.8 Ofher eXpenses ... oo s 8
h Totwl expenses (zdd Bnes 8d, 8e, 8f, and ng 8h
I MNet incore (foss) fsublract line Bh from Bne BE)....o e Bl .
§ Transfers to (ifom) the plan {508 INSIUCEONS) wueurcmrrrcns 8

At I@i Plan Characteristics

2h 2E 2F 2G 20 ZK 3D

95 |Ifthe plan provides pension benefils, enter the applicable pension feature codes from the List of Plan Charatteristic Codes in the insfructions:

b |if the plan provides weifare benefits, enter the applicable weifare feature mdea from tha List of Plan Characteﬁsﬂc Codes in the Instructions:

| Compliance Questions

10 During $ha plan year: Yos | No v RRBRIAY
3 Was there a failure to ransmit to the plan any participant contributions within the time perlod o
described In 298 CFR 2510.3-1027 Continue to answer *Yes” for any pror year fallures until fully o
corractad. (See Instructions and DOL's Voluntary Flduclary Correction Progrem).... one 10a | ¥ 5,342
b Waere there any nonexempt fransactions with any paﬂy-mvintere&t? (Do hat inciude transacaons "
reported on line 10a.1.... Lriatke sansees s - eveecmmsrassisenssasisersmnsmsreerarares 11O BIES
€ Was the plan covered by a delity bona? ... PP BT P S 40,000
d  Did the plan have a loss, whether or not relrbursed by the plan’s fdelity bond; that was cavsed
by Fraud or dIShONBSIY? oo i e S 10d %
£ Were any foas or commissions paid o any brokers, agents, or other persons by an :naurame ‘ " '
carier, insurance service, or other orgat’;wation that pmv!des some or aff of the benefls under b
the plan? {Ses NBIUCHONE.Y e .. iroreirismseessins syssisssssrsssess sy RN L. . X
¥ Hes the plan falled fo pmvida ahy benefit when due uﬁdertha plafa‘? N 10f X N N
G Did tpdan/have any participant ioans? {f “Yes,” enter amount a8 of Yaar-e6it.) . nmmcicvareine 10g X
h ¥ thistearvindividual acoount plan, was there a blackout pennd? {See Instrisctions and 28 OFR e ok
2520,104-3.) ... 10h° A
i Y arad “Yes check the bax if yau aithar pmvisied the mqusred rwtme or one af the o
HEAH 1hvitiing the notice spplied under 20 CFR 2520.101-3..... e b 108

(A

AR IR § LA ) 1 ¢

(R

b




Form 5500-8F (2024) Page 3- I |

! Pension Fundmg Gompllanca

is i damiad iensfit plan Subject to minlmum funding requirements? (f "Yes,” see Instructions and complete Schedule S8 i
(Form Ssogland fines 114 and b below.) }f this (s a defined contribution pension plan, feave fine 11 blank and comple{e line 1 2 D vee T4 Ho
ba' nnnnnnnn N e

& Enter the unpald minimum regulred contributions for alt years from: Schedute 58 (Form 6500) ine 40 : : 44a
b PRGC missad contribution reporting requiremaents. if the plan 16 covered by PEGC and the amount rapotted on lins 11a is greater than §0, has PBGL
baen notified a required by BRISA sections 4043538} andior 3036(}(4)? Chedk the appticable box: o ~
{] Yes. L
D«Nwﬂapamng was waived.under 29 CFR 4043.26(c)(2) bacause contributions equal to or exceeding the unpaid rrinmum. raqturee‘jﬁbn Wribution
...wsmmads by the 30th day after fhe due date.
[}..Nem%e «ﬁanday period referenced in 28 CFR 4043.28(¢)(2) has not yet anded, and tm SpoNSOr lmands to mﬁke a m}ntnbut;uq am t:} ol .,
_.emabiﬁ'g the unpaid minimum reguired contributlon by the 30th day after the sdue date. e N : ‘fl'

D.Nmtﬁthéi* ‘Provide explanation
12 1s thwéeﬁ:sed : ,ntnibuuon pian sumem to the minivaum firnding mqulrements of section 412 of the: Ccfde or sec:tuon 0% of

ERISAY B L e eterarseatisse bR AL ARSA Y e ek AA L REERBEY PR Ayt 4 v bR EARABE TS 01 LARLAR S NRE RS SRt b AT YRSy N e
(If "Yes.” Compleds line 122 of tnes 12b, 126, 124, and 126 below, as applicable.) If this Is 2 defined beneﬁt persion plan, leave : “@ No
line 17 BlaRkATcoitiplete e 11 above, L e

4 I o waVEFEIIRE Wlrilbnuen fisiding standard for & pricr year is belng .amontized in this plan year, see inatmctlms. and enter iha“date of tha-fetterading
ArANHNG The WBIVET. oo isicear oo v s sy s . Mo th N Diay Yoar

if you completed line 12a, complete Hnes 3, 9, and 10 of s::haduln ME {Form 6500}, and skig to nne 43. - e

b Enter Tha mmknis reqz;ir@d "COrAbUtON For tIS DISN YBAE vvv..cevssssmersss s syvsssss s isgsas oy sricss oo sbas b I R 1 I Ry

¢ Enter the amount ooninbuted hy the employer to the plan for s plan year
d Subtract ihe amount In fine 12¢ from the amaunt in ling 12b. Erter the result (enter & minus sign to the leffofa

neggtlve amuun:)

“43e

43a Has a resolution t terminate the plan boen adopted in any plan year? v v e AL reg st b

@ if "Yes," enter.the amount of any plan asaets that reveried 1o the employer this YBar......... o nree oo 13a

b were allibeMatiassets distributed o participants or beneficiaries, transferred to anpfher plan, or brought under the
control of e PBECT ooy cexsonmsns ez

¢ I, during this plan year, any assets or liabilities wera ttansferred from this ;alan {o another plan(s) iderrtify the pian(s) to
which assets oF fiabilities were trar&sfarreﬁ (See Ingtructions.}

13c(1) Name GEplan(s): . _ 33 ENG)

———— o 1 ot

SBALY B 10 Cone i T, ' . Coe [ R
[ B TR LA

Par Vil IRy Compllancd Questions
14a Does ﬂwman‘saﬂsfy"ma coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4} by-cembining this pian-wﬁh-my-mh%planwnder
the permizsive agarepation m&ea’?ﬂ Yes [a No RTREL T A RNTTY
14D If1his b5 a Code section 401(k) plan, check all boxes that apply to Indicate how the plan is intended to satisfy the norscétacrimmatlcn reqmremema for
emp&oyee deferrals and employer matching contributions (as applicable) under Code sections A0HKN3and AOHMEZ) . v AR
%], Desinn-based safs harbor method ‘ o o e
[] “Prior year ADP test - : 3 S NN A DRRPIG
D..,"Cilﬂ;ﬂﬂ; }l’ﬂﬂl‘iADP test . . i o Jeim S ditar: e eee——
D MNZASBALS AL 1 i ' ' o o R LTI e e

16 I the pian Sponsdr 15 an adapiér of a pra-approved plau that recelved & favorable IRS Opinlon Letter, eptefthe data of the Opun{mj,ae;gcér 06756972020
(MMIDIVYYYY) and the Opnmon Letter serial number 97039122 i,

diongp |

'ft}'ﬁﬁ “ﬁégm}{

243 o BIDESL NG
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OMB Contrel number 1210-0040; Expiration Date 03/31/2026
SUMMARY ANNUAL REPORT FOR
LOGAN HEMATOLOGY ONCOLOGY, INC,, 401(K) PSP

This is 2 sunumary of the annual report Form 5500 Annwal Retur/Report of Small Employee Benefi Plan of Logan Hematology
Oncology, Ine., 401(k) PSP and Bmployer Identification Number 01-0733605/Plan Number 001 for the plan year 01/01/2024 theongh 12/31/2024,
The Fortn 5500-SF annual report has been filed with the Employee Benefits Security Administration, &s required under the Employse Retirement
Income Secrrity Act of 1974 (ERISA). Your plan is a single employer, defined contribution plan with the following characteristics: employer
contributions, profit sharing, ERISA section 404(c), total participant-directed sovount, code section 401(k) feature, code sectinn 401(m) arrangeoers,
pre-approved pension.

Basic Financial Statement

Plan expenses were $17,215. These cxpenses incnded $6,211 in administrative expenses and $11,004 in benefits paid to participants and
beneficiaries, and SO in other expenses. A total of & persons were participants i ot beseficiarios of the plan ot the end of the plan year, although not
all of these persons had yet earned the right to receive benefits.

The value of plan assets, after subtracting lisbilities of the plan, was $2,311,489 as of the end of the plan year, compared to $2,020,114 ss
of the beginning of the plan year, Duting the plan year the plan experienced a change in its net assets of $221,375. This change includes unrealized
appreciation or depreciation in the value of plan assets; that is, the difference between the value of the plan's assets at the end of the yeat and the
value of the assets af the beginning of the year or the cost of assets acquired during the year, The plan had total income of $238,590, inciuding
etnployer contributions of $13,483, employee contributions of §33,490, otber contributions/other income of $0 and parnings from invetthisiis of
$191,617, e : R 1 B

Informantion Regarding Plan Assets K S B S DA

ITIBEULS. Dépariment of Labor's regulations require that an independeat qualified public accounntant audit the plan’s finsncialstatemerrgmrsn.
tmless} certhin Gonditions are met for the audit requirement to be waived. This plan met the sudit waiver conditions for the plan year beginning

P

01/0120124 358 thersfore bag not had an audit performed, Instead, the following information is provided ta assist you in verifying that the:assets
th Form 5500-5F were actually held by the plan,
T

N

ALThe ﬂﬁd of the plan year, the plan had qualifying plan sssets at the following institution{s):
i ,

- Atmericsn Funds  $2,159,200.63
 'AXA Bquitsble $107,104.11 g

eceivey. year-end staterents from these regulated fingneial institations that confirm the sbove information.
dpinder of the plan’s assets were held in individual iaarticépant acoounts with investments directed by participants and penefigian
statements from regulated financial institutions fumished to the participant or beneficiary at least annually and other guialifying ™

NI w5

partiviparte and beneficiaries have right, on request and free of charge, t get copies of the financial institution year-end staten

If yoy w examing or get coples of the financial institution year-end statements, please contact Safique Ahmed, who isa tepresentative 5f the
fator, at 77 Hospital Drive, Logan, WV 25601 and phone number, 304-746-7920. , .

¥ . . , Y .

re uneble 10 obtain or examine copies of the regulated financial instiration statemsents, you may contact the regional offiee.of

it i}tbf‘Labcr’s, Employes Benefits Security Admindstration (EBSA} for assistance by calling toll-fee 866-444-EBSA (32723'."Aiixstmg“
Wa?:pfﬂm can be found at hitps:/www.sdol. gov/ageneies/ehsa, ‘ Ly

N o
0y

ril information regarding the audit waiver conditions applicable to the plan can be found on the U.S. Department of Labor W
frov/agencies/ebsa under the heading "Frequently Asked Questions." o i

RETRER o i R

Yeur Rights t0 Additienal Information

You hive the right 15 receive a copy of the full annusl report, or any part fhereof, on request. To obtaia a copy of the full stoudi TEPHE BFS
any phet thereof, write or call the office of Safique Ahmed, who is a representative of the plan administrator, &t 77 Hospital Drive, Logan, WV 25601
and phone number, 304’?467920 The charge to cover copying costs will be $1.00 for the full annual report, or $0.25 per page for any part thereof.

Bave the right to receive from the plan administcator, on request and at no charge, & staterment of the assé‘t‘s:‘and‘ tab
plan A4 GCCOMPaRYHiE notés, 0 a statement of income and expenses of the plan and acoonpanying notes, or both. If you refjuest a oy of the
snphal report Fome tee plan administaator, these fwo statements and accompanying notes will be included ag part of that report. The charge 1o cover
copyitg costs given above does not include a charge for the copying of these portions of the report because these portions arefurnished Withighs N
charge. SUELCRTL NGY
Boas LoD RGN ONOY
You also have the legally protected right to examine the annual report st the st offics of the plan: 77 Hospital Drive, Logas, WV 23601,
and at the 10.5. Department of Labor in Washington, I1.C., or to obtain a copy from the U.S, Department of Labor upon paysient of copying costs.
Requasts to the Department should be addressed to; Public Disclosure Room, Reotn N-1513, Employee Benefits Security Administration, U.8.

b it o wboy




