
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

 Complete all entries in accordance with the instructions to the Form 5500-SF. 

OMB Nos. 1210-0110 
1210-0089 

2024
This Form is Open to 

Public Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 
A This return/report is for: X  a single-employer plan X 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 X  the first return/report X the final return/report  

X  an amended return/report X a short plan year return/report (less than 12 months) 

C  Check box if filing under: X  Form 5558 X automatic extension X  DFVC program 

X  special extension (enter description) 

D  If the plan is a collectively-bargained plan, check here ..............................................................................   X 

E  If this is a retroactively adopted plan permitted by SECURE Act section 201, check here .........................   X 

Part II   Basic Plan Information—enter all requested information
1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI

1b Three-digit plan number
(PN)  001 

1c Effective date of plan
YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan)
 Mailing address (include room, apt., suite no. and street, or P.O. Box)  
 City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGH 

2b Employer Identification Number (EIN)
012345678

2c Sponsor’s telephone number
1234567890 

2d Business code (see instructions)
123456 

3a  Plan administrator’s name and address X Same as Plan Sponsor.ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN
012345678

3c Administrator’s telephone number
1234567890 

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

a  Sponsor’s name
c  Plan Name   D
EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI

4b EIN012345678

4d PN 012

5a Total number of participants at the beginning of the plan year .............................................................. 5a 12345678 

b Total number of participants at the end of the plan year ....................................................................... 5b 12345678 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(1) 

c(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(2) 

d(1) Total number of active participants at the beginning of the plan year ................................................. 5d(1) 
d(2) Total number of active participants at the end of the plan year .......................................................... 5d(2) 

  e   Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested ............................................................................................................... 5e 

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, I declare that I 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 
HERE Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
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 

01/01/2024 12/31/2024

X

X

HISPANIC AMERICAN PEDIATRICS & FAMILY CARE, LLC RETIREMENT TRUST 001

01/01/2023

2255 CRAIN HIGHWAY, SUITE 107 
WALDORF, MD 20601

85-3375163

HISPANIC AMERICAN PEDIATRICS & FAMILY CARE, LLC
301-818-7272

621111

X

5

5

4

5

5

4

0

Filed with authorized/valid electronic signature. 09/29/2025 LETICIA G. BUSTAMANTE-SANCHEZ

Filed with authorized/valid electronic signature. 09/29/2025 LETICIA G. BUSTAMANTE-SANCHEZ
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ......................................................  X Yes X No 
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ..........................................................................  X Yes X 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. 
 
 
 
 
 
 
 
 
 
 
 
 
 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

 
Part III   Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 
a Total plan assets ..........................................................................  7a -123456789012345 -123456789012345 

b Total plan liabilities .......................................................................  7b -123456789012345 123456789012345 

c Net plan assets (subtract line 7b from line 7a) ..............................  7c -123456789012345 -123456789012345 

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total 
a Contributions received or receivable from: 

 (1)  Employers .............................................................................  8a(1) -123456789012345  

   (2)  Participants ............................................................................  8a(2) -123456789012345  

 (3)  Others (including rollovers) .....................................................  8a(3) -123456789012345  

b Other income (loss) ......................................................................  8b -123456789012345  

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .....................  8c  -123456789012345 

d Benefits paid (including direct rollovers and insurance premiums 
to provide benefits) .......................................................................  8d -123456789012345  

e Certain deemed and/or corrective distributions (see instructions) .  8e -123456789012345  

f Administrative service providers (salaries, fees, commissions) .....  8f -123456789012345  

g Other expenses ............................................................................  8g -123456789012345  

h Total expenses (add lines 8d, 8e, 8f, and 8g) ...............................  8h  -123456789012345 

i Net income (loss) (subtract line 8h from line 8c) ...........................  8i  -123456789012345 

j Transfers to (from) the plan (see instructions) ...............................  8j -123456789012345  

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:   

 

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 

  
-123456789012345 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 
reported on line 10a.) ....................................................................................................................  10b   -123456789012345 

c Was the plan covered by a fidelity bond? ......................................................................................  10c    -123456789012345 

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 
by fraud or dishonesty? .................................................................................................................  10d    -123456789012345 

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 
the plan? (See instructions.) ..........................................................................................................  10e   -123456789012345 

f Has the plan failed to provide any benefit when due under the plan?  ...........................................  10f   -123456789012345 

g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .........................  10g    

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   
2520.101-3.) .................................................................................................................................  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 ...........................................  10i     

  

X

X

52602 95535

0 0

52602 95535

8178

28005

8340

44523

1196

394

1590

42933

2A 2E 2F 2G 2J 2K 3D

X

X

X

X

X

X

X

X
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Part VI    Pension Funding Compliance 
11 Is 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 
below. ..............................................................................................................................................................................................  

X Yes X 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: 

_ 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. 

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

_ No. Other. Provide explanation ___________________________________________________________________________________________ 
 

 

 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERISA? ...........................................................................................................................................................................................  

          (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. 

X Yes X No 
 

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 waiver.  ............................................................................................................................. 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 plan year  ...................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  .........................................................  12c -123456789012345 

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 
negative amount)  ..................................................................................................................................................  

12d YYYY-MM-DD 

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

Part VII    Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................  X   Yes        X   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 

control of the PBGC? ..........................................................................................................................................................  
X Yes X 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.) 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 123456789 

  012 

Part VIII 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 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

15 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 ___/___/_____ 
(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

1

X

X

X

X

X

X

Q703729A
06 30 2020



Form 6600-SF Short Form Annual Return/Report of Small Employee 
Benefit Plan 

0MB Nos. 1210-0110 
1210-0089 

- _., 2024 • 
o If '6 ea• al Lllllnr 

c.~~So<Mty~ 

Thie foffll te required to be flied under Mdlons 104 end 4065 of the Employee Retirement Income Sowrfty l\d of 1~7-i (URISI\), Gnd ee<:t1on 6057(b) and 6058(11) of the Internal ncvu1,oo CQdo (thG Code). This f"rm Is ~n to 
Publlo Inspection ....,.......,...o.-n1yCG,ponlllofl ► ComDl.t. all entr1n In aoaordanoe with the lnsttuatloM to the f'onn HOO-Sf'. I Part I t Annual Rea,ort tdentlfloatlon Information 

For calendar plan year 202• or ftaoal p11n )'!Ir beginning 
A Thia ~ la for: ~ e slng~k,)"M pl8n 0 • multlf'kHmf)loyer pl"n (not muft'-mployer) (PeMton ptan· _,. cheddng this box must a\t1oh Sthooulc Mr f'. Other pt.u\~ must attach a lk.t o( pru1ir.Jpa1ln9 employer lntotmatloh In 1ooord1noe wtth the form lnttruc:tlons.) 

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

B Thia retum'repott ta: 0 the flrlt retumtreport 8 the ftnal return/report 0 an emended return/report a 1hort plan year return/report (IHI than 12 months) 
C CMCk box If ffltnQ under: ~ Form 5558 0 ftutomatlo extension O OfVC program 0 ~•I extension (enter ~n) 
D ff-the plan ts a ~-bargained ~•n. check here 
E ff this ts a retroadfvety adopted plan pem,ttted by SECURE Act tectlon 201, check here I Partl l Buie Plarun~rm~tfCl[t.-• ~!ff.rui@l~!m_lnfonni,tton 

:8 
- -- - - -1a Mameaf~ 

1 b lhree digit plan nomt,er R:iapanic Aaer:ioan Pec:liatr:ica (. l'aaily Care, LLC lwti~nt Truat (PN) ► 

1 C Effec:OiM eta rA ptari 
01/01/2023 

001 

2a Plan_ sponsor's ~ (employer, if for a single-employer plan) 2b Ernp0'J9f ldet,Meaaon Nurnbet' l.tlmng l\ddress (include~. ~ipl, suito no. and stn.."'et, or P.O. Box) City ortown, state or prov.nee, country, and ZIP or foreign postal code (if foreign, see Instructions) ~IN) 85-3375163 
Hispanic American Pediatrics• Pamily Care, LLC 2c Sponeo(s tefephone· number 

- (301) 818-7Z7Z 
2255 Crain Highway, Suite 107 2d BusineM code (see instrudions) 

621111 
oa Wai~-<: WI 20C.01. 

3a Plan administrator's name and address 11(] Same as Plan Sponsor 3b Administrato(s ElN. 

3c Administraton tetephone number 

4 tf the name and/or EIN of the plan ~nsor or the ~an name has chal}Qed since the last retum/~rt filed 4b EIN for this planrt.enter the plan sponso s name, EIN, e plan name and tne plan number from the last return/repo 
a Sponsor's name 

4d PN C Plan Name 

6a Total number of participants at the beginning of the plan year 6a s b Total number of participants at the end of the plan year &b c(1) Number of participant& with account balances as of the beginning of the plan year (only defined 
&c(1) contribution plans oomplete this item) 

o(2) ~-of ~~nta with aocount balane,ea aa of the end or the plan year (only defined 
6c(2) contribution plans oomplete this item) 

d(1) Total number of active participants at the beginning of the plan year &cl(1) 
d(2) Total number of active participants at the end of the plan year &cl(2) 

• 
Number of partk;ipanta who tenninated employment during the plan year with accrued benefits that 

6e were 1866 than 100% vc'fAc.-d ..... ~~~·••.u•t.HCMC,c-ttMfi'ff-.Mt..C<-CC-H-UMIU..-"""~""""'""""'~M4'£'1..iM•r<4n•Mtl"'M"~(,.H«-c«(~Cttc<C:n 

caution: A penattY for the 1• or lnoomptet. filing of this return/report wlll be asHSHd unless rNSonable oause Is •tabllshed. Under penalties d petjury aod other penaltie, ,- forth in the ln&tructions, I declare that I have examined this return/report, including, if applicable, a Schedule SB "' 5ohedule MB oompkMd and &igned by an enrolled actuary. aa well aa the electronic version of thia return/report, and lo the best of my knowledge and 

5 

4 

5 

5 

' 
0 

belief, it is true, oorrect, and COjJ~~~jil;i::Z.-----------,;::~--:::;-:--:-=-=ir---------------:-------~ Lot.icia G. DlUJtam:into-Sanohez 

SJON HERE s natur• of employer/plan aponsor Date 
..., Reduction Aot Notice, BM the lnstruotlons for Form HOO-SF. For Paperwo, ~ 

Enter name of individual si nin as Ian administrator 
Leticia G. Bu•tamante-Sanchez 
Enter name of individual signing as employer or plan sponsor 

Form HOO.SF (2024) 
v. 240311 
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6a were all of the J>'ln'1 auets during the plan year lnY11ted In tllglble 111et1? (8ff 1n1truotlont.) ------------ li]Yes 0No 
b Are you c111m1ng • walwr of the annual examlnaHon and report of an Independent qu1llfled public 1ooountant (IQPA) 

under 29 CfR 2520. HM-48? (See tn1tructton1 on waiver eltglblllty and oondltlone.) ------------- li]Yes 0No 
If you ansMred "No" to tltthM' tine la or Une lb, the plan oannot uu flonn IIOO-lfl ■nd muet lnstNd UM florm HOO. 

c If the plan II a d@ftned beneflt plan, Is It covered under the PBGC ln1ur1noe program (see ERISA HOtlon 4021)? 0 Yes O No O Not determined 
If "Yea" ts checked, enter the My PM conflnnatton number ftom the PBGC premium filing for thlt year __________ (See instructions.) 

I Part In f Financial Information 
7 Plan Anets and Llabtllttes 

• Total Plan aSletl 

b Total plan ffabffltiee 1 1 1 "" ¥0 I CO hh I I 

c Net plan assets (subtract line 7b from line 71) 

8 Income, Expenses. and Transferl for this Plan Year 
a Contributions received or reoelvable from: 

(1 l Employers 

{2) Particioants 

7• 
Tb 
To 

8a(1) 

8a(2) 

b Other income (loss) 8b 

C Total income (add lines 88(1), 88(2), 88(3), and 8b) 8o 
d Benefits paid (including direct rollovers and insurance premiums 

to provide benefts1 8d 

(•) 8eglnnlng of YNr (b) land of y-, 

52,602 95,535 

0 0 

52,602 95.53& 

(•)Amount 
. 

(b)ToW 

8,178 

28,005 

8,340 

44,523 

1,196 

! 

I 
e ~~, dc.a."T".ad .sr.d/or corrective dbututions {s-.."'e Instructions). ______ a. __________ ·-----i• - - ........ ~ _____ _.;:J 

f Administrath,e seNice prov'.ders {salaries, fees, commissions) _ 8f 394 

a Other exoenses Ba 

h Total excenses (add lines 8d, Se, 8f, and 8a) 8h 
i Net income Closs) (subtract line 8h from line 8c) 81 
i Traru:re.s to (f1om} th<! p! ..... , (!i<.--'e ln:~ruci.iv1r..,} Si 

I Part IV I 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 21C 30 

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions: 

I Part V I Comoliance Questions 

1,590 

42,933 

10 During the plan vear: 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 

i 

oxrccte::I. (&-1: 1n..rtn_~:4.:cns .-m<l OOl'-s Vr..!untJrL riduci:;uy Corr~on Pr~rJm} ... ,.»mmn»»,.... IOa X 
-------i---►•---------b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 

reported on line 108.) 10b X 
c Was the plan covered by a fidelity bond? 10o 
d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused 

by fraud or dishonesty? --~rtt'tt-~rNfff:~~tr-ttfeu=-.f'tffTCC'!rff~~HNtT>J'ecut==• .. ~ .. ==::."'".f'•e.e.t~,.~.1•r--r.:_ 1 Oct 
e Were any fOOf. <,r <,v1m,1i::.s.4'"..n1S paid to any br0kc1s, c1gc11t., or 0U1e1 perr.ons by an insurance 

carrier, insurance service, or other organization that provides some or all of the benefits under 
the plan? (See instructions.) 10. 

f Has the plan fJiled to provide any benefit when due under the plan? 10f 

g Did the plan have any participant loans? (If "Yes," enter amount as of year end.) _____ 10g - --~---·--- .. - .. -·----h lf this is an individual accounl plan, was Uittre a blaciwul period? (Soo instructions and 29 CFH 
2520.101-3.) ------------------------- 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 2520.101-3 101 

X 

X 
_, __ ---··---------

X 

X 

X -- - - ~ 

X 
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Part VI Pension Fundln Com llano• 11 la thlt a deftned beneftt ptan •ubfed to minimum t\lndtng requirement,? (If "YH," tee ln1tructlon1 and complete Schedule SB (fonn S500) and unea, ,a and b bek>W.) n thlt It a deflned contribution pen11on plan, leave line 11 blank and complete 0 Yes 00 No 
a. enter the un Id minimum ulred conmbuttona fOr all ars ftom Schedl.lle SB Form 5500 llne 40 _ 111 b P90C mlnN oonlributlOn re,otttng ~u,retMnts. If the plan It covered by PBGC and the amount reported on line 11• ii grnlef than SO. hat PBGC been notffled 1111 required by ERISA Hdlont 4013(0)(5) and/or 303(k)(4)7 Check the 1ppfl(:ebte box: 

0Yes. 

O No. Reporting was wetved under 29 CFR 4013.25(0)(2) becauH contrtbutlont equal to or exceeding the unpaid minimum required c:ontl1bwOn were made by the 30th day after the due date. 
O No. The 3Cktay period referenced In 29 CFR 4043.25(0)(2) haa not yet ended, and the sponsor lnlendl to make• conb'b.6'n equal· to or exceeding the unpaid minimum required contribution by the 30th day after the due date. 
0 No. Other. Provide explanation 

12 ls this a defined contri>ution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERlSA? -----------------------------------
0 Yes Ii} 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 com lete 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 waiver 

Month Day Year 
If YOU COfflDletad line 12a, COfflDlete lines 3, 9, and 10 of Schedule MB (Form HOO\. and sklD to line 13. b Enter the minimum required contribution for this plan year. 

12b 
C Enter the amount contributed by the employer to the plan for the plan year 12c 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 neaative amount) 

12d e Will the minimum funding amount reported on line 12d be met by the funding deadline? □ Yes □ No □ NIA \PartVII I Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year? 

□ Yes Ii] No 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 0 Yes li] No 
the control of the PBGC? 

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.) 
13o(1) Name of plan(s): 

13c(2) EIN(s) 

1 Part VIII I IRS Compliance Questions 

13c(3) PN(s) 

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? 0 Yes O 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). ti] Design-based safe harbor method 0 "Prior year" ADP test 
0 "Current year" ADP test 
0NJA 

.. 
16 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 061 301 2020 (MM/0O/YYYY) and the Opinion Letter serial number OJ03J29a . 



E-SIGNATURE AUTHORIZATION 
for 

Hispanic American Pediatrics & Family Care, LLC Retirement Trust 

85-3375163/001 

For Plan Year 01/01/2024 through 12/31/2024 

I/We, the undersigned, understand that a 5500 Series filing for the plan listed above must be 

prepared, electronically signed and electronically transmitted to the EBSA Electronic Filing 

Acceptance System (EFASf). 

I/We authorize PPG Pension Administrators, LLC to electronically sign the 5500 Series filing on 

my/our behalf and to transmit that signed form to EFAST on or before the filing due date. 

I/We understand that by granting this authority: 

• A manually signed and dated Form 5500-SF that has been provided must be returned to PPG 

Pension Administrators, LLC before they can begin the electronic filing process. I/We will retain 

a copy of this manually signed form and any schedules and attachments in the plan records. 

• PPG Pension Administrators, LLC will not be responsible for any late filing penalty assessed 

under ERISA should I/we not return the manually signed and dated Form 5500-SF prior to the 

filing due date. 

• An electronic copy of the manually signed and dated Form 5500-SF showing my/ow: signatw:es 

will be included in the electronic filing and will be posted by the EBSA to the Internet for public 

disclosure. 

• PPG Pension Administrators, LLC will maintain a copy of this written authorization in its 

records. 

• PPG Pension Administrators, LLC will notify all signers about any inquiries and correspondence 

it receives about this filing from EFASf, EBSA, IRS or PBGC. 

• PPG Pension Administrators, LLC shall not be deemed to be a plan fiduciary with respect to this 

plan solely on account of providing the electronic signature and filing of the 5500-SF for the plan 

year listed above. 

fa~ 
Plan Sponsor 

Date Date 
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