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
HERITAGE CHIROPRACTIC HEALTH CENTER, INC. PROFIT SHARING PLAN (PN) > 001
1c Effective date of plan
01/01/1996
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) 34-1719760
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
HERITAGE CHIROPRACTIC HEALTH CENTER, INC. C Sponsor's telephone number

330-854-4544

2d Business code (see instructions)

2445 LOCUST STREET SOUTH
CANAL FULTON, OH 44614 621310

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 4
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
- T 5¢c(1) 4
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) 4
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) 4
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

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

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

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

SIGN Filed with authorized/valid electronic signature. 10/14/2025 JAMES KNIGHT
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 955582 1045175
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 710
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 955582 1044465

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) 25000

(2) PartiCipantS..........cccceeeiuuueeiiee e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 67558
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 92558
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 3675
€ 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 3675
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 88883
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 2G 2R 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? ... 10¢ X
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

2520.101-3.) oo 10h X

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 No

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

|11a|

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

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

were made by the 30th day after the due date.

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

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

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

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

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

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

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggregation rules?[ ] Yes [{ No

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

D Design-based safe harbor method
D “Prior year” ADP test
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 12/ 06/ 2021

(MM/DD/YYYY) and the Opinion Letter serial number_ Q702893A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee O o, 2 s
Depattrent of the Treasury Benefit Plan
nlams! Ravents Senics This farm b required to be filed under sections 104 and 4085 of the Employee Relirement 2024 _
Deparitnant of Labor incoms Seurity Act of 1074 (ERISA), and sections 6057(5) and 6058{(a) of the Intemal
Ernployas Benafits Security Adminiiration Revenue Code (ihe Gode), Thig Form Is Opan to
Panston Banafit Guaranty Corporabion Fuhblic Inspaction
» Complete all entvies in accordance with the Instructions to the Form 5500-8F.

Annual Report Identification Information
For cajendar plan year 2024 o flscal plan year beginning 01/01/2024 and ending 12/3172024
A This retumifreport is for; a single-emplovar plan |j a meittiple-employar plan (not multiemployer) (Pension Plan fllers checking this box,

riyst attach Schedule MEP. Other plans must attach a list of paricipating employer
information in accordance with the form Instrictions.)

B This retum/report |s D the first refurnfropart |:| the final retum/report
D an amended return/report D a short plan yesr return/report (fess than 12 months)

C Check box if filing under: BI Futrn 8558 D automatic extension |:| DFVC progeam
D special axtarislon (enter description) .

D i the plan iz a collectively-bargaltiad plag, Check BEIe -t

E if th|3 is & retroactivaly adopted plan permitted by SECURE Act section 201, check here
; Basic Plan Information—enter all requested infarmation

1a Name of plan 1b Three-digit plan number
HERITAGE CHIROPRACTIC HEALTH CENTER, INC. PROFIT SHARING (PH) ¥ 001

FLAN 1¢ Effectiva date of plan

‘ D1/01/1%96
- 23 Plan sponsor's name (employer, if for a single-srmployer plan) 2b Employer Identification Number {EIN)
Mailing address (inchsde reom, apt., suite no. and street, or P.O. Box) 34-171%7860
it §
City or town, state ef province, country, and ZiP oF farmgn postal code {if foreign, see instustions) 2¢_Sponsor's telephene number

2445 LOCUST STREET SOUTH 21} Business code (see Instructions)

CANAL FULTON OH 44614 621310

3a Plan administrator's name and addrass %] Same as Plan Sponsar. 3b Administrator's EIN

3¢ Administrator's telephone number

4 ifthe name andlor EIN of the plan spersor or the plan narme has changed since the last returnfrepert 4b EIN
filed for this plan, enter the plan sponsut’s name, EIN, the plan name ard the plan number from the
last raturn/report. Ad PN

a Sponzor's name
¢ Plan Name

Ba Total mumber of particlpants at the beginning of the plan year et poen s eman ba
b Total numbar of participants at the end of the plan vear... . 5b 4
c(1} Nurnber of participants with account balapces as of the begmning of the pian year (only def ned 5¢(1)
contribution plans complete this item) ... 4
¢{2) Number of participants with account baiances as crf the enﬁ of the plan yaar (anly def nad 5ci2
c{2) 4
confribution plans complete this fem) .. SO P
d{1) Total number of active partieipants at the beginning of e PIEN YBRF. .. Sd(1) R
df(2) Total number of acfive participants at the end of the plan year ... - . 5d(2) 4
e Number of participants who terminated emiployment during the plan year with amrued heneﬁts that Ep 0
ware less than 100% vested ...

Cautivn: A panalty for the late ur ncom Elete ﬁling m‘ thls return ragng; wlll he asﬁn&sﬂd unlass reasunabla cauae is actablished.
Under penaitles of perjury and other penalties set forth in the instructions, | declare that | have examined this retumireport, inc:ludmg if appilcable, a Scheduls
BB or Schedule MB completed and signed by an enrolled actuaty, as well as the elactionic versian of this returmireport, and to the bast of my knowledge and

ard comple
(0/1f [z |7amEs mnicHT
igraditure of plan admipistrator Date Enter name of ndlvidual signing as pian adminlstratar
| g 10fiu] 2« |saMms ryIGHT
i vir v
- Igrature of g;‘lplﬂyarfplan sRONS0r Date ' Erter name of individuai signing as employer of plan sponsar |
For Paperwark Raduction Act Natlca, aea the Instructionz for Form 5500-3F. Form GE00-5F (2024)

v, 240311
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Forn 5500-5F (2024) Paga 2
6a Were all of the plan's sseats during the plan year Invested in aligibie assets? (See inskruclions. ... Yen D No
b Are you clalming & walver of the annual examination and report of en independant qualified publlc accountant {IQF’A)
undar 29 CFF, 2520.104-457 {Ses instrustions on wabvar eligibility and condifions. ). .. I Yes D Mo
Ii you answered “No” to either line &a or iine 6b, the plan cannot use Form 5suu-5F and must instaad use Fnrm a60e0.
¢ Ifthe plan is @ dafined benefit pian, iz it covered under the PBGC Insurance program (ses ERISA section 40217 ... |:| Yo D No D Mot determined
If "Yas" is checked, enter the My PAA confirmation numbar from the PRGC pretvium filing for this plan year, . {Sée Instructions.)

" ParI;] Financial Information

¥ Plan Assets and Llabilties {8) Beinning of Year {h} End of Year _
a Total plan assets . 855, 582 1,045,173
h Total plan fiabilities... [P S } 710
¢ Netplan assets {suhtrar.:t fing 7b from B Tahmr e eeesarmrecers J 955,582 1,044,465
£  income, Fxpenses, and Transfers for this Plan Year {a) Amount (ELEW'
a Contibutions recelved or receivable from: th
{1 EMplovers .o Ja(h
{23 Participamts, oo a2}

{3) Others (including rallovers)... 3ai3)
b Other INCOME (1088} v.vv..ooooe oo coscsismnrirseresenn sz | 8B

¢ Total incomns (add ines 83{1) £a{3}, 83{3) ETile | 17) o e

d Bensfits paid (!ncluchng diract rollovers and insurance premiums
1o provide banefital... [T

a‘ Certain deamed and/or corrective distributions {see instructions)

f  Adiministrative sarvice praviders (salarise, foes, commissions) ...
) Other eXpansab ...

b Total sxpenses (add lineg 8d, 8a, 8f, and 8g)

i Nt income fioss) (subtiact line 8h from ing BE)...ooo.oores

j Transfers to (from) the plan (568 NSIUCHONS] v cv e irane-

cPartiyii| Plan Gharacteristics
Qa |If the plan provides pansion benefits, anter the appilcabie pension feature godes from the List of Flan Characterlstic Gades in the instructions;
2E 2G 2R 3D

b {If the plan provides welfare benefits, enter the applicable welfare feature codes fram the List of Plan Charecteristic Cudes in the Instructions:

|

Compliance Questions
10  During the plan yeat: Yes | Ho Ampunt

A Was thete a failure to transmit to the: plan any participant contributions within the tims period
desctibad in 20 CER 2510.3-1027 Gontinue to answer “Yes" for any prior year failures unti m”Y

corrected, (See instructions and DOL's Voluntary Fiduciary Correction Program) .. T L ] A
b Were there any nonexampt transactions with any party -in-interest? (Do net include transactmns

FpOrtad 0 HINE 108.)... o aorssecscss oo o g e | A0 X
£ Weas the plan covered by a fidality bond?... TSRO PP B [ 1 - =

d Did the plan have & loss, whether or not reimbursed by the plan ] ﬂdallty bond, Hhat was causad
by fealid OF GISONAELY? 1o pinss oo v e | 10 £

B8 ‘Yars any fess or commissions paid to any brokers, agents ar other persans by an Insurance
gartlar, insuanee service, o other crganiz,attun that pmvides some or all of the benefits under

. the plan? (See ingucions. ). s VPP ML L
T Has the plan falled to pmvlde any benefit when dus under the plan? SOV VRO I [ X
g Did the plan have any participant loans? (if "Yes* enter amount as of year-end.) ..o | 109 X
h If thi= i» an individual account plan was thera a blackout perdod? (Sae instruetlons and 28 CFR

2520.101-3.) ... 10h

i Ifi0hwas answerad “Yes. check the box h‘ youi euthar prowdecl the requ:réﬂ notme ot ohe of the
exeaptions 1o providing the nofice applled under 29 CFR 2520.101-3... SR— I '
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Form 8500-88 {2024) Page 3-

Pension Funding Compliance

11 ls thiz a defined benefit plan subject to minlmum funding requirements? (I "Yes," see instructions and eomplete Schedule SB
(Form 5500) and fines 11a and b below. ) {f thiz Is » defined contribution pension plan ieave Iine 11 blank and complete fine 12 |:| Yas @ )
below. .. L b Lo eo b eef et f i i oeppepi et i s s amresarr e o e .

8 Enter the unpaid minimum mqulred cohtributions for all years from Schedule 58 (Form 5500} line 49 . I 118 I

b PBGC missed contribution reporting requirements. if the plan is covered by PBGC and the amount reported o line 114 s greater than $0, has PBGC
baan notified as required by ERISA sections 4043(c)5} and/or 303(k)(4)? Check the applicable hox:

Yes.
No. Reporling was waived under 20 CFR 4043 25(c)(2) because contributions equal o or exceading the unpaid minimum raguired contgibytion
wara tmade by the 30th day after the due date.

No. The 30-day peried referenced In 29 CFR 4043 26(e}{(2) hag not yet ended, and the sponsor itends 1o make a contrtbutlon agusl 1o or
exceeding the unpaid minimum raquired contribution by the 30th day after the due date.

Mo, Other, Provide explanation

U I [y |

12 Iz ihiz a defined comtribution plan sub]ect to the minimum funding r&quimm-nts of sectlon 412 of the Code or seclion 302 of
ERISA? .. e - .
(If "Yes," Complam fine 12a of fines 12!: 120. ’iZd and 12e below as appllcable ) I this is & defined banafi pansinn plan leave |:| Yes @ No
Hre 12 biank and complete line 11 above.

& ¥ a waiver of the minimum funding standard fur & prior year ig being amortized in this plan year, ses instructions, and enter the date of the latter ruling

- granting the waiver. .. ..Month Day Yaar
if you completad line 12&, cnmplatu Ilnas 3 9 and '10 nf Bchadula ME {Fnrm 5500} and akip ie lme 13,
b Enter the minimum required contribution for this plar year .. UV PVUTRTUR D PRUUTUTUTR T P
€ Enter the amount contributed by the employer to the plan for this plan year . .. .. | 12
d Subtract the amount in fine 12¢ from the amount in Bne 126, Enter the result {anter & minus sign to the leftof g 12d
negative amount) .. ...
e Wil the minimurm fuiiding amount reported on line 120 be met by the funding deadline? ..o oeeorrcneerannnenes D Yeo |:| Ng D NIA

= Plan Terminations and Transfors of Assets

13# Has a rezolutlon to terminate the plan been adopted in any plan year? ..

D Yes @ Mo
A If “Yes," ener the araunt of any plan assels that reverted to the employerthis year... 132

b Waers ail the plan assets distributed to parhclpants aor beneficiaries, transferred fo ancther plan or bmught under the [:I Yes @ No
wontrel of the PRGC?... Cibn s ..

G {f, durirg this plan year, any assets or liabilites were fransferred from this p[an to anather plan( ). identifyihe plan(s) o
which assets or iablilles wete transfered. (See instructions.)

13¢(1) Name of plan(s): 136(2) EIN(s) 13c(3) PN(s)

IRS Compliance Questions

144 Doos the plan satisfy the coverage and nondlssrimination tests of Code sestions 410(b} and 401{a){4) by cnmhining this plan with any other plans under
" the permissive aggregation niles? 1| Yes [ No

14b it this is a Code section 401{k) plan, chack all boxes that apply to Indicats how the plan is intanded to satisfy the nondisenmination requirements for
employee deferralzs and employer matching contributions (ag applicable) under Gode sectlons 401(k)3) and 401{m)(2}.

[} basign-based safe hasbor methed
D "¥har year” ADF test
D “Current year” ADP test

[ wa

16 i the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinian Letter 12/06/2021
{(MM/DEYYYY) and the Opinion Letter seral number Q702833=




